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Presenting... 


A stimulating, new basic text in neuroanatomy using a 


functional, yet systematic approach 


A FUNCTIONAL APPROACH 
TO NEUROANATOMY 


By 
E. Lawrence House, Ph.D. and Ben Pansky, Ph.D. 


Prepared with the needs of the medical student con- student’s review of it. Throughout the text there is 


ee tinually in mind, this work presents basic neuroanat- continual reference to gross anatomy and embryology 
tie omy in a stimulating fashion. Using a functional, yet in an effort to develop an understanding of the ner- 
systematic, approach the authors integrate clinical vous system in relation to other systems. The inclu- 

rf, considerations into practically every chapter, includ- sion of an atlas of brain sections enables the student 
i ing testing and symptoms of neurologic disorders. to better orient his thinking and learning, while the 
\ Every: chapter includes a summary at the end which addition of actual case histories points up the im- 


correlates the material in that chapter and aids the portance of neuroanatomy to clinical practice. 


Special features of this book: 


Student-oriented to assure the fulfillment of the students’ needs. 


+ 


Over 300 newly executed black and white illustrations carefully prepared by Dr. Pansky serve to 
amplify and clarify the students’ understanding of the written material. An Atlas of Brain Sections 


is included. 


Clear, succinct chapter summaries facilitate the students’ review. 


Clinical considerations included in nearly every chapter have been carefully reviewed by neurolo- 


gists and other practitioners for their aptness and clarity. 


Correlations to gross anatomy and embryology indicated. 


+ t+ + 


Inclusion of a chapter of actual case histories emphasizes the applications of neuroanatomy. 


The Blakiston Division 
McGRAW-HILL BOOK COMPANY, Inc. 

330 West 42nd St. 68 Post St. 

New York 36, N.Y. San Francisco, Calif. . 
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and Revised “Texts From... 


GARDNER, GRAY AND O’RAHILLY— 
ANATOMY 


You'll find this unique, new anatomy text to be entirely fresh in its concept 
and execution. Its approach is regional—matching the organization used in the vast 
majority of laboratory courses. The most recent advances in understanding of anat- 
omy and use of anatomical knowledge in medicine and surgery are all here. The illus- 
trations, all prepared specifically for this book, are superb. Paris nomenclature is used 
throughout, with older synonyms noted. 

By Ernest Garpner, M.D., Professor and Chairman of the Department of Anatomy, Wayne State 
University; Donato J. Gray, Ph.D., Professor of Anatomy, Stanford University; and Ronan 


O’Ranttity, M.Sc., M.D., Associate Professor of Anatomy, Wayne State University. About 1024 
pages, 7” < 10”, with 632 illustrations. About $15.00. New—Just Ready! 
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HOLLINSHEAD—FUNCTIONAL ANATOMY 
OF THE LIMBS AND BACK 


This specialized book beautifully describes the anatomy of the limbs and back, and 
explains the movement of muscles and larger structures. It shows the origins and 
positions of muscles, bones, joints, nerves and vessels. You'll find specific muscle 
function illustrated by various activities such as chopping wood and carrying heavy 
objects. Injurious effects on muscles from causes such as pressure of crutches or 
abnormal bodily conformation are delineated. 

By W. Henry HorttnsHeap, Ph.D., Head of the Section of Anatomy, Mayo Clinic, Rochester; 


Professor of Anatomy, Mayo Foundation, University of Minnesota. 403 pages, 6” X 934”, with about 
159 illustrations. About $10.00. New (2nd) Edition! 


NEW 
(2nd) 
EDITION! 


Just Ready 


LEAVELL AND THORUP—FUNDAMENTALS OF 
CLINICAL HEMATOLOGY 


This new textbook is designed for the student who is being introduced to hematology 
for the first time. Emphasis is on abnormal mechanisms responsible for the manifesta- 
tions of hematologic diseases. Actual cases illustrate the discussions of most of the 
clinical syndromes. Careful consideration has been given to diagnosis of such diseases 
as anemia, hemorrhagic diathesis, lymphadenopathy, etc. Separate material is devoted 
to hematologic techniques. 

By Byrp S. Leavett, M.D., Professor of Medicine; and Oscar A. THorup, M.D., Assistant Pro- 


fessor of Internal Medicine, School of Medicine, University of Virginia. About 480 pages, 
6%" X 93%”, with about 300 illustrations, some in color. New—Ready April 


NEW! 


Ready April 


Gladly Sent To Teachers For Consideration As Texts 


Company 


West Washington Square Philadelphia 5, Pa. 
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??HEBIATRICS?? ??7EPHEBIATRICS?? 


GALLAGHER’S 


MEDICAL CARE OF 
THE ADOLESCENT 


By J. ROSWELL GALLAGHER, M.D. 
Chief, Adolescent Unit, The Children’s Hospital, Boston, 
Lecturer on Pediatrics, Harvard Medical School 


With THE STAFF PHYSICIANS 
The Adolescent Unit, The Children’s Hospital, Boston 


This new book is about adolescents themselves and the many illnesses, injuries, and personality dif- 
ficulties experienced by boys and girls between the ages of 12 and 21. It is directed to all who care 
for their health: general practitioners, pediatricians, internists, various other specialists, college and 
school physicians, public health workers, nurses, and medical students. In short, it hopes to be of 


value to all who are concerned with the maintenance, improvement, or restoration of adolescents’ 
health. 


The conditions which affect adolescents’ health are described in detail. The purpose has been to in- 
clude subjects which are particularly pertinent to the care of this age group, to comment upon ma- 
terial which is not readily available elsewhere, and to discuss conditions which are so frequently 
encountered in this age group that not to mention them would be a gross oversight. Each topic is 
oriented to the care of adolescents and to emphasize those of its aspects which are of special rele- 
vance to adolescents’ care. 


Since adolescents are very different from children and from adults, considerable attention is devoted 


to describing their physiologic and their psychologic characteristics and needs and in pointing out 
how these affect the evaluation, the treatment, and the management of their disorders. 


CONTENTS 


. Introduction . Undescended Testis 
. Comments on the Adolescent . Acne and Eczema 
Implications for Diagnosis; Treatment . The Gynecological Examination 
. The Office Visit Normal Menstruation 
Physical Examination; History Taking . Amenorrhea 
. Growth and Development . Menorrhagia 
. Management of Cardiovascular Disease . Premenstrual Tension and Dysmenorrhea 
Evaluation of Murmurs . Vaginitis 
. Hypertension . Epilepsy 
Congenital Heart Disease . Problems Relating to Vision 
Cardiovascular Fitness . Posture & Certain Orthopedic Disorders 
. Diabetes . Athletic Injuries 
. Enuresis . School Failure 
. Fitness and Fatigue . Specific Language Disability 
. Gynecomastia . The Management of Emotional Problems 
. Obesity . Sex, Rebellion, Homesickness, Anxiety 
. Pancreatitis and Delinquency 
. The Thyroid 30. Mortality, Morbidity, Accidents 
. Ulcerative Colitis SUBJECT INDEX 


FEBRUARY 1960 + 384 PAGES + 43 ILLUSTRATIONS + $10.00 


APPLETON-CENTURY-CROFTS, INC. 


(Publishers of Warren Cole’s TEXTBOOK OF SURGERY, 1959 ED.) 
35 WEST 32nd STREET, NEW YORK 1, N.Y. 
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Expert craftsmanship . .. precision . .. durable materials—these mark 
the quality of all Clay-Adams products. Choose from a vast listing of 
anatomical models, visual aids, dissecting kits, testing, diagnostic, and 
surgical supplies—more than 1,000 items all told. Each bears the stamp 
of meticulous care, often hand crafted to its purpose. In addition, over 
10,000 Medichrome® slides bring to all the disciplines perhaps other- 
wise unobtainable scientific illustrations originating with leading world 
authorities. Whether you need a set of slides, a simple chart or a com- 
plex piece of equipment, be sure to check the well-illustrated pages of 
your Clay-Adams catalog for graphic information. 


In medicine... 
trusted tools 
for learning 


Clay Adams 


New York 10, New York 
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for new 
flexibility 

in control 
of infections 


Offers the full 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) plus high tissue tolerance, ready 
solubility in parenteral fluids, ease of preparation, and minimal irritation at the site 
of injection. Supplied in 10-cc. Steri-Vials,® each containing the equivalent of 1 Gm. 
chloramphenicol, in packages of 1 and 10. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 


mittent therapy. 
s 
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Calendar of Meetings 


ASSOCIATION OF AMERICAN 
MEDICAL COLLEGES 
71st Annual Meeting, October 31—Nov. 2, 1960 
Diplomat Hotel, Hollywood, Fla. 
1960 


MARCH 


AMERICAN ACADEMY oF GENERAL Practice, Philadelphia, 
Mar. 19-24. Mr. Mac F. Cahal, Volker Blvd., at Brook- 
side, Kansas City 12, Mo., Executive Director. 

AMERICAN ASSOCIATION FOR THE HisToRY OF MEDICINE, 
Inc., Charleston, S.C., Mar. 24-26. John B. Blake, Ph.D., 
c/o Smithsonian Institution, Washington 25, D.C., Secre- 


tary. 

AMERICAN COLLEGE oF SuRGEONS, Sectional Meeting, The 
Broadmoor, Colorado Be x Colo., Mar. 21-23. For 
information write: Dr Saunders, 40 E. Erie St., 
Chicago 11. 

AMERICAN COLLEGE oF SuRGEONS, Sectional Meeting, Shera- 
ton-Portland Hotel, Portland, Ore., Mar. 28-30. For infor- 
— write: Dr. P. Saunders, 40 E. Erie St., Chi- 
cago 11. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Roosevelt 
Hotel, New Orleans, Mar. 31—Apr. 2. Dr. Wade Volwiler, 
Dept. of Med., Univ. of Washington, Seattle, Secretary. 

American Gastroscopic Soctety, Roosevelt Hotel, New 
Orleans, Mar. 30. Dr. Arthur M. Olsen, Mayo Clinic, 
Rochester, Minn., Secretary-Treasurer. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Deauville Hotel, 
Miami Beach, Fla., Mar. 18-19. Dr. Lyman Richards, 
Massachusetts Institute of Technology, Cambridge 39, 
Mass., Secretary. 

AMERICAN PsycHOsoMATIC Soctety, Royal 
Hotel, Montreal, Mar. 26-27. Miss Joan K. Erpf, 265 
Nassau Rd., Roosevelt, N.Y., Executive Assistant. 

NEUROSURGICAL SOCIETY OF America, Del Monte Lodge, 
Calif., Mar. 20-Apr. 2, Dr. Raymond K. Thompson, 803 
Cathedral St., Baltimore 1, Secretary. 


APRIL 


AMERICAN ACADEMY OF NEUROLOGY, Eden Roc Hotel, Miami, 
Fla., Apr. 25-30. Mrs. J. C. McKinley, 4307 E. SOth St., 
Minneapolis 17, Executive Secretary. 

AMERICAN ASSOCIATION oF ANATOMISTS, Statler-Hilton, ~— 
York City, Apr. 11-16. Dr. Louis B. Flexner, D of 
Anatomy, School of Medicine, Univ. of Pa., Philadelp ia 4, 
Secretary-Treasurer. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Chicago, Apr. 
11-15. Dr. Calderon Howe, Columbia Univ. College of 
Physicians and Surgeons, New York 22, Secretary-Treas- 
urer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLO- 
cists, Hotel Peabody, Memphis, Tenn., Apr. 28-30. Dr. 
Russell L. Holman, Dept. of Pathology, L. S. U. School of 
Medicine, New Orleans, La., Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, 
Netherland Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Don- 
ald F. Richardson, 79 W. Monroe St., Chicago 3, Execu- 
tive Secretary. 

AMERICAN COLLEGE oF Puysictans, Mark Hopkins & Fair- 
mont, San Francisco, Apr. 4-9. Mr. E. R. Loveland, 4200 
Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN COLLEGE oF SURGEONS, Sectional Meeting, Hotel 
Leamington, Minneapolis, Apr. 11-13. For information 
write: Dr. H. P. Saunders, 40 E. Erie St., Chicago 11. 

AMERICAN COLLEGE OF SURGEONS, Sectional "Meeting, Kahler 
Hotel, Rochester, Minn., Apr. 14. For information write: 
Dr. H. P. Saunders, 40 E. Erie St., Chicago 11. 

AMERICAN DERMATOLOGICAL AssoctaATION, INc., Boca Raton 
Hotel, Boca Raton, Fla., Apr. 8-12. Dr. Wiley M. Sams, 
308 Ingraham Bldg., Miami 32, Fla., Secretary. 

AMERICAN PuystoLocicat Soctety, Chicago, Apr. 11-15. 
Ray G. Daggs, D.Sc., 9650 Wisconsin Ave., Washington 
14, D.C., Executive Secretary. 

AMERICAN Proctotocic Socrety, Shamrock Hilton Hotel, 
Houston, Texas, Apr. 25-27. Dr. Norman D. Nigro, 
Peterboro, Detroit 1, Secretary. 

AMERICAN Pustic HEALTH Southern Branch, 
Memphis, Tenn., Apr. 13-15. Dr. L. M. Graves, Shelby 
County Health Department, Memphis, Tenn., Chairman, 
Local Arrangements Committee. 


AMERICAN Society or BioLocicat Cuemists, INc., 
Apr. 11-16. Dr. Frank W. Putnam, Dept. of Bioch 
try, Univ. of Florida, Gainesville, Secretary. 

AMERICAN SocteTy oF INTERNAL Mepicing, 
Hotel, San Francisco, Apr. 1-3. Mr. Robe 
350 Post St., San Francisco 8, Executive he 

AMERICAN Soctety FOR PHARMACOLOGY AND EXPERIMENTAL 
Tuerapevtics, Inc., Chicago, April. Dr. Karl H. Beyer, 
ff.» , ~—-t- Sharp and Dohme Research Labs., West Point, 

ecretary 

AMERICAN SURGICAL Association, The Greenbrier, White 
Sulphur Springs, W. Va., Apr. 3-6. Dr. W. A. Altemeier, 
Cincinnati General Hospital, Cincinnati 29, Secretary. 

Soctety OF NEUROLOGICAL SURGEONS, Olympic Hotel, Se- 
attle, April 18-19. Dr. Guy L. Odom, Duke University 
Center, Durham, N.C., Secretary. 


MAY 


AEROSPACE MepicaL Association, Americana Hotel, Bal 
Harbour, Fla., May 9-11. Dr. William J. Kennard, Aero- 
space Medical Association, Washington Natl. Airport, 
Washington 1, D.C., Secretary-Treasurer. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILI- 
TATION, Brown Palace Hotel, Denver, May 12-14. D. C. 
Spriestersbach, Ph.D., University Hospitals, Iowa City, 
lowa, Secretary-Treasurer. 

AMERICAN COLLEGE oF CarpIoLocy, Indianapolis, May. Dr. 
Philip Reichert, 2709 Empire State Bldg., New York 1, 
Executive Director. 

AMERICAN FEDERATION FOR CLINICAL ResearcH, Chalfonte- 
Haddon Hall, Atlantic City, N.J., May 2. Mr. James E. 
Bryan, 250 W. 57th St., New York 19, Executive Secre- 


tary. 

AMERICAN GYNECOLOGICAL Soctety, Williamsburg Inn, Wil- 
liamsburg, Va., May 30—June 1. Dr. Andrew A. Marchetti, 
Georgetown Univ. Hosp., Washington 7, D.C., Secretary. 

AMERICAN OPHTHALMOLOGICAL Soctety, The Broadmoor, 
Colorado Springs, Colo., May 16-18. Dr. Maynard C. 
Wheeler, 30 W. 59th St., New York 19, Secretary. 

AMERICAN ORTHOPAEDIC AssoctaTION, The Homestead, Hot 
Springs, Va., May 30—June 2. Dr. Lee Ramsay Straub, 535 
E. 70th St., New York 21, Secretary. 

AMERICAN Peptatric Soctety, New Ocean House, Swamp- 
scott, Mass., May 5-6. Dr. Aims C. McGuinness, 2800 
Quebec St., N.W., Washington 8, D.C., Secretary-Treas- 
urer. 

AMERICAN Psycuiatric Association, INc., Hotel Traymore, 
Atlantic City, N.J., May 9-13. Dr. C. H. Hardin 
Branch, 156 Westminster ie. Salt Lake City 15, Utah, 


Secretary. 

don Hall, Atlantic City, N.J., May 6-9. Mrs. Helen 
Fischer, 36 W. 44th St,, New York 36, pe. Executive 
Secretary. 


AMERICAN SocreETY FOR CLINICAL INVESTIGATION, Haddon 
Hall, Atlantic City, N.J., May 1-2. Dr. Saul j. Farber, 
N.Y.U. College of Medicine, 550 First Ave., New York 
16, Secretary. 

AMERICAN TrupeEavu Society, Statler and Biltmore Hotels, 
Los Angeles, May 16-18. Mr. Frank W. Webster, 1790 
Broadway, New York 19, Executive Secretary. 

AMERICAN UroLtocicat Association, Inc., The Palmer 
House, Chicago, May 16-19. Mr. William P. Didusch, 
1120 N. Charles St., Baltimore 1, Executive Secretary. 

ASSOCIATION OF AMERICAN Puysictans, Haddon Hall, At- 
lantic City, N.J.. May 3-4. Dr. Paul B. Beeson, Yale 
Univ. School of Medicine, New Haven 11, Conn., Secre- 
tary. 

Mepicat Lrprary AssocIaTION, INc., Muehlebach Hotel, 
Kansas City, Mo., May 16-20. Miss Nettie A. Mehne, 
Upjohn Company Library, 301 Henrietta St., Kalamazoo, 
Mich., Secretary 

NATIONAL TUBERCULOSIS AssocIATION, Statler & Biltmore 
Hotels, Los Angeles, May 15-20. Mr. James G. Stone, 
1790 Broadway, New York 19, Executive Secretary. 

SocleTy oF AMERICAN BACTERIOLOGISTS, Bellevue-Stratford 
Hotel, Philadelphia, May 1-5. Dr. E. M. Foster, 311 
Bacteriology, U. of Wisconsin, Madison 6, Secretary 

Soctety or Perpratric New Ocean House, 
Swampscott, Mass., May 3-5. Dr. Clark D. West, The 
Children’s Hospital, Cincinnati 29, Secretary. 

StupeNt AMERICAN MEDICAL ASSocIATION, Statler-Hilton 
Hotel, Los Angeles, May S—8. Mr. R. F. Staudacher, 430 
N. Michigan, Chicago 11, Executive Director. 
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Quiring and Warfel—tThe Extremities 


By DANIEL P. QUIRING, Ph.D. 
Late Head of the Anatomy Division, Cleveland Clinic; and Associate 
Professor of Biology, Western Reserve University 


Revised by JOHN H. WARFEL, Ph.D. 
Assistant Professor of Anatomy, University of 
Buffalo, School of Medicine, 
Buffalo, N.Y. 
In a series of excellently prepared line drawings, this book shows the origin, insertion, action 
and arterial and nerve supply of muscles of the upper and lower extremities, together with 
their motor points. For this edition 14 of the original plates have been redrawn. The new 
Paris nomenclature is used throughout. Students find this to be one of the most useful, time 
saving books on the subject. 


New 2nd Edition. 120 Pages. 106 Illustrations. $3.25 


Herbut—Pathology 


By PETER A. HERBUT, M.D. 
Professor of Pathology, Jefferson Medical College and Director of Clinical 
Laboratories, Jefferson Medical College Hospital, Philadelphia 
21 Contributors. Dr. Herbut presents an encyclopedic amount of information in this useful 
book. It is written especially for under- and postgraduate students of medicine. Following 
a chapter on orientation, the author goes into the important but often neglected topic of the 
autopsy. Chapters are then devoted to the basic pathologic processes of congenital anomalies, 
degenerations, inflammations, physical disturbances and tumors. Fully up to date. 


New 2nd Edition. 1516 Pages,7” 10”. 1506 Illustrations on 
758 Figures and 6 Plates in Color. $18.50 


Quimby, Feitelberg & Silver— 
Radioactive Isotopes in Clinical Practice 


By EDITH H. QUIMBY, Sc.D. 
Professor of Radiology (Physics), College of Physicians and Surgeons, Columbia University 


SERGE! FEITELBERG, M.D. 
Director, Physics Department, The Mt. Sinai Hospital; Associate Clinical Professor of Radiology, 
College of Physicians and Surgeons, Columbia University 


and SOLOMON SILVER, M.D. 
Attending Physician and Chief, Thyroid Clinic, The Mt. Sinai Hospital; Associate Clinical Professor of 
Medicine, College of Physicians and Surgeons, Columbia University 
This book furnishes a clear, authoritative introduction to what radioactive isotopes are, how 
they act, and their many clinical uses in the diagnosis and treatment of disease. Part I covers 
the basic physics of radioactivity, radioisotopes, radiations, etc. Part II is a comprehensive 
treatment of instrumentation for isotope use. Part III stresses clinical applications. This is an 
important work, based on more than 5 years’ teaching experience. 


451 Pages. 97 Illustrations. $10.00 
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A VALUABLE AID IN 


TEACHING CARDIOLOGY 


This instrument is used in many of the leading 
medical schools for teaching electrocardiog- 
raphy and auscultation by audiovisual demon- 
stration. The electrocardiogram, heart sounds 
and other physiological phenomena—vector- 
cardiogram, EKY, BCG, intracardiac blood 
pressure—may be shown continuously on the 
16” picture tube coated with a long persistence 
screen. Simultaneously the related heart sounds 
of the patient may be heard, through individual 
stethophones by the group viewing the physio- 
logical data. 


A special high fidelity tape recorder provides 
means for permanently recording heart sounds 
as they are heard through the stethoscope. 
These tape recordings (in lieu of patients) may 
be played back at any time. The Recorder also 
facilitates collection of a library of pathologi- 
cal heart sounds. An entire lecture including 
illustrative heart sounds may be recorded and 
subsequently viewed and heard over the stetho- 
phone circuit. 

CAMBRIDGE ALSO MAKES: Dye-Dilution Curve Recorders, 
Direct Writer Electrocardiographs in Multi-Channel Models, 
Catheterization Monitor-Recorders, Operating Room Car- 
dioscopes, Educational Cardioscopes, Electrokymographs, 
Plethymographs, Amplifying Stethoscopes, Research pH 
Meters, Huxley Ultra Microtomes, Pocket Dosimeters and 
Lindemann-Ryerson Electrometers. 


Instructors and students alike declare that 
the Cambridge Educational Cardioscope has 
brought about a new era in the teaching of 
Cardiology. One instructor can handle five to 
ten times as many students and with greater 
effectiveness. 


Send for Bulletin 184 


CAMBRIDGE INSTRUMENT CO., Inc. 
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Dependable instrumentation is vital 
when measuring radioisotopes in 


2 : Many of the most important diagnostic tests using 
7 radioisotopes require measurement of gamma- 
emitting isotopes in blood, plasma or urine samples. 


The most efficient way to count gamma-emitters is with 


a scintillation well counter because the sample can be 


inserted directly into the crystal “well”. Almost all 


the gamma-emission interacts with the crystal. 


When a scintillation counter is combined with a 


scaler-spectrometer, the full capabilities of the well 
counter are realized. The spectrometer allows a phy- 
sician to “tune out” background radiation caused by 


ae cosmic rays and other sources in the vicinity. Thus, 


measurement accuracy is greatly increased. 
The DS5-5 Scintillation Well Counter is illustra- 
"7 | ted here with the 132A Analyzer Computer, which 


Se combines a precision scaler and gamma-ray spectrom- 
eter in a single compact chassis. They form a system 
ts of unusual reliability and sensitivity for such clinical 

| studies as blood and plasma volume measurements, 


red cell mass and survival studies, diagnosis of 


pernicious anemia, fat digestion and absorption 
studies, etc.* 

2 We would be pleased to discuss these instruments 

4 with you. 

nuclear -chicago *"Diagnostic Applications of 

@ CORPORATION Radioactive Isotopes” explains 

315 E. HOWARD AVE., DES PLAINES, in detail the procedures for 


performing these studies as 

well as other common radio- 

¥ isotope tests. Please ask us 
for your free copy. 
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It steps up drug release during critical 
2-4 A.M. period 


Nighttime ulcer secretion usually hits its peak between 2 and 
4 A.M. And that’s just when Tral 75 mg. Gradumet, taken at 
bedtime, is timed to give maximum effect. 

Its anticholinergic is released continuously over a full 8 to 12 
hour span. However, your patient obtains highest levels when he 
needs them most: middle of the night. Thereafter Tral 75 mg. 
Gradumet keeps right on working till morning. Acidity is controlled 
the night through. The ulcer has a better chance to heal. Impor- 
tant, too, your patient sleeps undisturbed. 

Secret of this careful timing is in the Gradumet, itself. 

The drug is imbedded in channels of a tablet-like plastic matrix. 
The matrix is inert and harmless. It releases drug on a predeter- 
mined schedule that requires only the presence of fluids for action. 
The ever-present gastrointestinal juices provide this fluid. Their 
exact nature doesn’t matter. Fluctuations in pH, enyzme content, 
or motility cause no fluctuations in drug release. The exhausted 
matrix is later excreted intact in the stool. 

Would you like more complete information? Write Professional 
Services, Abbott Laboratories, North Chicago, III. 
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STORY 
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ANTIBIOTIC 
MIRACLE 


the antibiotic saga 


by Henry Welch, Ph.D. 
and Félix Marti-lbanez, M.D. 


This is the epic tale of the “wonder” drugs that have 
changed the course of modern medicine and shed 
new light on man’s age-old struggle against disease. 
It is the first book to tell with color, clarity, and accu- 
racy the story of all antibiotics and the history of their 
use before their official discovery by Fleming. This 
compelling story has its origin in the age of the 
Pharaohs and ranges through time and space, retrac- 
ing from the present day the intricate pattern of anti- 
biotic development. Broad in scope, THE ANTIBIOTIC 
SAGA covers not only the broad-spectrum antibiotics 
but the newer, less known drugs that are the result 
of the dedication and efforts of the acknowledged 
great — Fleming, Pasteur, Tyndall, Ehrlich — and the 
heroic unknown. THE ANTIBIOTIC SAGA is a fascinating 
book, a great tribute to the men who contributed to 
this historic tale and to those who continue, daily, 
to meet the many challenges of the unfinished anti- 
biotic drama. 


150 PAGES | CLOTH BOUND / $3.00 
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FEWER TREATMENT FAILURES IN RESPIRATORY TRACT INFECTIONS 


“outstanding advantages over many previously 
accepted chemotherapeutic and antibiotic agents 
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effective perorally against the majority 


of common infections caused by pathogenic bacteria 
including the antibiotic-resistant staphylococci 
ALTAFUR is available in tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 


1, Lysaught, J. N., and Cleaver, W.: Proceedings of the Detroit Symposium on Antibacterial 
Therapy (Michigan and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959). - 
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Examine These Up-to-Date Comprehensive Textbooks 
Now! Consider Them for Your Courses Next Semester 


Ready This Month! New 4th Edition 


Top 
CONMUNICABLE AND 
INFECTIOUS DISEASES 


Diagnosis - Treatment - Management 


The new 4th edition of this widely recognized 
work has been modernized in physical appearance 
and brought up to date in keeping with the many 
changes in this area of medicine, particularly in 
the field of viral diseases. Even the title has been 
changed as this edition concerns itself with all 
communicable and infectious diseases. Designed 
particularly for courses in “Preventive Medicine” 
or “Communicable Diseases,” this text can provide 
students with a good basic knowledge of virtually 
every known nestles disease, along with their 
prevention and treatment. 


Stressing the need to understand the nature of in- 
fectious disease and the principles of control of 
contagion, the 25 collaborators, each a recognized 
authority in his field, have produced one of the 
most concise, yet comprehensive texts in the field. 
Divided into two sections for greater usefulness, 
the first section discusses principles of immunity, 
host resistance, epidemiology, preventive methods 


Just Published! 


and the use of antibiotics and chemotherapy, in- 
cluding chapters on management of communica- 
ble diseases in the home and in the hospital. The 
second section describes diagnosis, prevention, 
control and management of 67 specific diseases, 
including those of childhood, and groups them for 
study by their portals of entry. 


The chapters on “Chemotherapeutic and Antibi- 
otic Agents,” “Management of Communicable 
Diseases in the Home” and nine other chapters 
have been completely rewritten. Dr. Top’s book 
contains an up-to-date glossary, excellent bibliog- 
raphies and probably the most complete and most 
accurate index of all books on this subject. 


By Franklin H. Top, A.B., M.D., M.P.H., F.A.C.P., F.A.A.P., 
F.A.P.H.A., Professor and Head, Department of Hygiene and 
Preventive Medicine, State University of lowa, lowa City, 
lowa. Ready this month. 4th edition, approx. 784 pages, 


63%” X 934", with 122 figures and 15 color plates. About 
$14.00. 


TEXTBOOK OF 
OTOLARYNGOLOGY 


This recently published Mosby book is a clearly 
written and up-to-date text that reflects the trend 
to re-establish ENT as a leading specialty. Written 
by outstanding men who are active practitioners 
and experienced teachers, this authoritative text 
is one of the most complete books on the subject. 
TEXTBOOK OF OTOLARYNGOLOGY employs 
more than 350 pertinent illustrations to demon- 
strate every aspect of the subject from the details 
of examination to the identification of common 
lesions. 


Separate chapters are devoted to physical diag- 


nosis, salivary glands, facial nerve, physiology of 
hearing and modern audiometry including the 
latest testing methods. Easy-to-understand dis- 
cussions of diseases affecting the oral region, tra- 
cheotomy, causes and treatment of hearing loss, 
hearing aids, lip reading, rehabilitation and an 
outstanding treatment of speech disorders make 
this a textbook worthy of serious consideration for 
your course. 


By David D. DeWeese, A.B., M.D., and William H. Saunders, 
A.B., M.D. Just published. 1960, 464 pages, 634” X 934”, 
354 illustrations. Price, $8.75. 
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The C. V. Mosby Company 
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Choose your own best combination from these Tycos® Aneroids and 
Cuffs. Try both Tycos Hand and Pocket Aneroids with both 
Hook and Velcro Cuffs at your dealer. He’ll be glad to help you 
determine which pair suits you best. Taylor Instrument Com- 
panies, Rochester, New York, and Toronto, Ontario. 


Tycos Hand Model Aneroid is preferred by many 
doctors for house calls and office use. It is shown 
here with new Velcro fastener. Velcro’s two nylon 
strips stick like a burr to a dog’s coat but peel 
apart easily. 


* 5098-V Tycos Hand Aneroid 
$4950 


* 5082 New Velcro Cuff 
$ 800 


Tycos Pocket Model Aneroid shown here with 
regular hook cuff, is recommended for routine 
hospital use. Just circle adult arm once, hook 
it and it’s on. The zipper case protects the in- 
strument, fits any pocket. 


* 5090 Tycos Pocket Aneroid 
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The Teaching Hospital—Its Responsibilities 
and Conflicts* 


ALBERT W. SNOKE, M.D.t¢ 
Grace-New Haven Community Hospital, New Haven, Conn. 


I am delighted to have this opportunity 
of discussing with you “Medical Education 
in a Changing World.” It is particularly 
appropriate in this period of economic and 
social change, that we look beyond the 
academic classroom and laboratory when 
medical education is concerned. This invita- 
tion is tangible evidence of at least the 
beginning of understanding and appreciation 
on the part of medical educators that the 
teaching hospital has a role in this confusing 
complex of health care and health education 
of present-day society. This interest has 
already been demonstrated concretely in 
the formation of the medical school-teaching 
hospital section of the Association of Ameri- 
can Medical Colleges. Your inclusion of 
this subject on today’s program is definitive 
proof of your recognition. 

Doctor Darley’s memorandum that was 
sent out when the plenary session for your 
annual meeting was first being developed 
presents the problem of relationships most 
clearly. He wrote: “Since the teaching hos- 
pital and the service programs attendant 
to it are beginning to emerge as resources 
for general higher education as well as for 
medicine, and since this raises many ad- 

* Presented at the 70th Annual Meeting of the 


Association of American Medical Colleges, Chicago, 
Illinois, November 2, 1959. 


+ Director, Grace-New Haven Community Hos- 
pital, New Haven, Connecticut. 


ministrative, financial, philosophical and at- 
titudinal problems, it is timely that this 
subject be given program status.” 

In the preparation of this paper a dilem- 
ma became obvious as soon as I searched 
for a title. The first title “The Teach- 
ing Hospital—Its Responsibilities and Con- 
flicts” is frankly a little dull and unimagina- 
tive, but it at least does define the subject 
without leaping to any conclusions. 

In an attempt to find a title that might 
be as descriptive but somewhat more pro- 
vocative, three other possibilities came to 
mind. 

1. “The Teaching Hospital—A Study in 
Institutional Schizophrenia.” 

2. “The Teaching Hospital—A_ Philo- 
sophical Paradox.” 

3. “The Teaching Hospital—A Tipsy 
Tripod.” 

All of these titles illustrate the general 
problem confronting our major teaching 
hospitals today, namely, to combine teach- 
ing, research, and service in such a manner 
as to satisfy the requirements of students, 
teachers, research workers and patients— 
and, one should not forget hospital adminis- 
trators and the community. If this problem 
of combination is to be successfully solved, 
these three objectives should be equitably 
balanced. 

All hospital administrators are concerned 
with this proper balance. Those in teaching 
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hospitals sometimes feel like the Farmer’s 
Daughter who, in order to earn her daily 
bread, must address her posterior to a three- 
legged stool. Deans of medical schools with 
their faculty are the craftsmen who con- 
struct this stool. Two of its legs—those 
called Teaching and Research—receive their 
especially devoted attention; they maintain, 
strengthen, and occasionally lengthen them. 
They are the polished darlings of their pro- 
fessional pride. 

The third leg is all too often a sort of 
parthenogenetic creation which is assumed 
to develop through its association with the 
other two. It is called Service or Patient 
Care. 

As a professional Farmer’s Daughter, I 
have an intense interest in, and dependence 
upon, all three legs, but every morning 
when I go out to do my chores, it is this 
third leg—the one called Patient Care— 
which upsets my equilibrium. As the other 
two legs grow in length and strength, the 
third leg has a very natural tendency to 
seem shorter and weaker. 

An example of this imbalance in attitudes 
or emphases is in a recent issue of the 
Journal of Pediatrics (2) in which the Chair- 
man of a University Pediatric Department 
states in the introductory editorial that ‘“‘the 
role of a department which is restricted 
to the training of people for the practice 
of a specialty limits the importance of such 
a department and is not consistent with the 
definition of a university department. Uni- 
versity Departments of Pediatrics at the 
present time must be devoted largely to 
research in human biology rather than the 
practical training of individuals, although 
this may be an important by-product of 
the activities of the department.” And yet 
the editorial continues that “Universities 
must also supply leadership in the field 
of pediatric practice. The public is demand- 
ing that pediatricians care for all their chil- 
dren.” The conflict in interest is apparent— 
yet the hospital care program is dependent 
upon this university department’s attitude 
and philosophy. In this case, the Patient 
Care Leg is practically cut off at the seat! 
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The teaching hospital with which this 
paper is concerned is the major hospital 
center in which is based the main clini- 
cal teaching program of a medical school. 
Whether the medical school or the university 
owns and operates the hospital or whether 
the hospital is corporately independent is 
basically immaterial. The standards, pro- 
gram, philosophy, and atmosphere of the 
hospital are inextricably related to that of 
the medical school, and, with rare excep- 
tions, the influence of the medical school 
is predominant. Although all hospitals can 
be considered “teaching” to a varying de- 
gree, the primary medical school-teaching 
hospital, with its alliance of clinicians, teach- 
ers, and researchers, its educational pro- 
grams for all levels of physicians from the 
medical student to the practicing physician- 
specialist, and its tremendous potential serv- 
ice to patients and the community, can 
and should be a unique and wonderful in- 
stitution which deserves our close attention 
and support. 

We have been brought up to feel—and 
this would appear to be a universally ac- 
cepted assumption—that the medical 
school-teaching hospital represents the finest 
in medical and hospital care that exists 
today. There was no question of this in the 
workshop conference on specialism in medi- 
cine at the 55th Annual Congress on Medical 
Education and Licensure in February, 1959 
(3). “There was general agreement that 
research and teaching are inseparable, and 
it almost invariably follows that where these 
are of high level, patient care of good quality 
should result.” 

In spite of this pronouncement ex cathe- 
dra, it is appropriate to examine the relative 
excellence or emphasis in the three objec- 
tives of the teaching hospital and to evaluate 
as dispassionately as possible whether the 
quality of patient care or service really 
is as superlative as we would expect in 
this “best of all possible medical worlds.” 

The attitude, reputation, sense of com- 
munity and social responsibility, treatment 
of patients, as well as the very financial 
stability of the hospital, are closely related 


} 
4 
a 
pie 
q 
4 
| 
a 
whe 
5 
a3 
ise 
4 
¢ 


VoL. 35, No. 3 


to and virtually determined by the medical 
school. Medical school teaching hospitals 
can be no better or no worse than the medical 
school, its faculty, and its philosophy cause 
it to be. The professors of the clinical depart- 
ments in the medical school must of neces- 
sity be the chiefs of service in the hospital. 
The departmental members of the clinical 
Services from the intern to the senior faculty 
members under the departmental chairmen 
reflect the methods and approach of the 
medical school professor, who in turn is 
influenced by the medical school environ- 
ment of this. modern day. 

There is no question as to their dedication 
and concern over the welfare of their pa- 
tients, their long hours given unquestioning- 
ly to the seriously ill, and their consideration 
of the problem of the individual patient or 
his relatives. However, a fundamental ques- 
tion can be raised whether the modern medi- 
cal school does not predispose to an over- 
emphasis on research and teaching as con- 
trasted to patient service. 

Why may this be true? A prime factor 
may be the motivation of the faculty mem- 
bers. Why are they in this particular en- 
vironment? It surely is not for the money, 
since incomes in teaching hospitals and in 
medical schools are notoriously below those 
in private practice. They are there because 
they desire more knowledge, and they like 
the academic environment as well as the 
teaching and research activities of the medi- 
cal center. Their goal is promotion in the 
academic hierarchy and prestige in academic 
circles. Although money is not despised, 
it is not a dominant factor. If they wanted 
money, they would be caring for patients 
in private practice. 

The criteria used for appointment or pro- 
motion are of importance in this connection. 
A man may be a superlative clinician, but 
how much consideration does he get if his 
bibliography is sparse to absent? What type 
of discussion goes on in the committee on 
promotion and advancement when a mem- 
ber of the clinical faculty is being considered 
for promotion and his teaching and clinical 
ability are excellent, but his interest in or 
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time available for research is lacking. The 
preclinical faculty particularly tend to be 
critical toward any such unfortunate. In 
fairness to those concerned, it should be 
here noted that the establishment of ade- 
quate criteria for measuring either teaching 
pre-eminence or clinical excellence is not 
easy, whereas it is only too simple to read, 
weigh, or make a list of an individual’s pub- 
lished items. 

This situation is no secret among the 
younger faculty members of the medical 
school. Their time is jealously budgeted 
so that they can be “productive” in re- 
search. Many frankly admit that research 
takes precedence over patient service, since 
they feel that this is the path to academic 
advancement. 

The medical! student absorbs a great deal 
of his philosophy and attitude from the 
intern and resident staff, who, in turn, are 
closely associated with the younger instruc- 
tors and assistant professors. The atmosphere 
in the medical school-teaching hospital is 
scientific, and the behavioral scientists would 
probably describe it as teaching- and re- 
search-oriented, as contrasted to patient- 
oriented. 

Dean Lippard, in his address for the 
dedication of the Medical Center at Stan- 
ford University (4), recognized this possi- 
bility of over-emphasis in his comments. 
He referred particularly to Barzun’s com- 
ments in “The House of Intellect” (1). 
“The name of research has changed from 
a simple description to a term of honor, 
and the occupation itself has acquired an 
inherent sanctity; the quality of the work 
and its results are secondary. This is shown 
by the fantastic estimate placed upon re- 
search in our seats of learning. To do re- 
search is deemed nobler than to teach; the 
men whose names bring prestige to a univer- 
sity are those whose research has impressed 
others of equal ‘research potential.’ For, 
I repeat, it is not deemed necessary to 
discover if only one ‘produces,’ production 
being defined as publication.” 

We only need to look at the budgets of 
individual clinical departments and to the 
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medical school in general to realize the dis- 
parity between funds available for general 
support of the educational and service pro- 
gram and those for research to understand 
why emphases on research cannot be ig- 
nored. If the recently published report of a 
committee appointed by the surgeon general 
of the U.S.P.HLS. (5) is correct, the amount 
of money invested in research in the medical 
sciences will increase from $330,000,000.00 
in 1957 to one billion dollars by 1970 or 
sooner! No wonder we are faced with over- 
emphasis on research. 

This brings me to the role and responsi- 
bility of the university-teaching hospital 
in relation to our concept of the medical 
center of today and tomorrow. The teaching 
hospital is not merely a repository for verti- 
cal and horizontal patients who serve as 
teaching material for ward rounds, set- 
clinics, and object lessons. It is not just 
another department or unit of the medical 
school similar to that of the animal house, 
as was facetiously remarked by one of my 
academic friends some years ago. This teach- 
ing hospital is the most important labora- 
tory that the medical school possesses or 
has access to for the training of the physician 
of whom we are all so proud, during his 
undergraduate, graduate, and postgraduate 
experience. This is the laboratory in which 
are taught, demonstrated, and carried out 
all the skills and philosophy of total patient 
care which the medical school expects its 
graduates to absorb and use in practice. 

Modern patient care encompasses many 
disciplines and skills other than those sup- 
plied by the physician, or that can be taught 
by the medical school professor alone. Those 
services to the patient supplied by the nurse, 
the dietitian, the social worker, the multi- 
tude of different specialized technicians as 
well as the less highly trained hospital per- 
sonnel who come in contact with the pa- 
tient—all are fundamental to the provision 
of high quality patient care. The medical 
school wants its faculty and graduates to 
expect such care for their patients. They 
can demand such care and cooperate to 
produce it in the future only if they have 
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been exposed to it in the learning environ- 
ment. 

This learning environment should be an 
example of the best type of medical, hos- 
pital, and community health care that it is 
possible to produce. This means care for 
patients with common and chronic com- 
plaints, not just the exciting, interesting, 
and rare cases. This means the assumption 
upon the part of the hospital administrator 
and the faculty that the hospital has com- 
munity responsibilities to referring physi- 
cians and agencies, not selective admissions 
dependent upon the clinical interests of the 
faculty or the resident staff. This means 
the understanding that ambulatory care, 
out-patient services, and emergency facili- 
ties are vital aspects of community service 
and medical education that are worthy of 
the direction and participation of the senior 
members of the faculty, not the stepchild 
of the medical school because (quote): “you 
cannot get men who are worth anything to 
retain interest in out-patient activities.” It 
means the recognition that medical students 
when they graduate into practice will be 
facing problems of long-term illness, of men- 
tal illness, of rehabilitation and of aging, 
and that the teaching hospital has a re- 
sponsibility to provide an understanding 
environment to meet these problems. It 
means the understanding as described by 
Dean Brotherstone of Edinburgh that there 
is an artificiality of environment in a teach- 
ing hospital in which the medical student 
as a human biologist is seeing the fauna 
of his future practice strictly in vitro, It 
means the recognition that many of the 
patients in the clinics are unable to com- 
municate their needs and fears. It means 
that the part-time clinical faculty are not 
second-class citizens and that the communi- 
ty physician is not automatically relegated 
to doddering ineffectiveness because he has 
left the sacred confines of the medical school. 
Finally it means that the word “crock” 
and all it connotates is a word removed from 
the medical vocabulary. 

The teaching hospital would appear to 
be quite naturally of paramount importance 
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to the medical school—its reputation, finan- 
cial stability, morale, community relations, 
and actual service to patients. This would 
sound logical, yet is not necessarily the 
case. The recent Study of Twenty Medical 
Schools by the U.S.H.P.S. (7) is an example 
of the preoccupation of the medical schools 
for everything except their main clinical 
laboratory. An exhaustive financial study, 
with many visits and interviews with deans, 
faculty, and university officials, resulted in 
a series of recommendations. Four had to 
do with research, one with construction of 
medical school facilities, and one for operat- 
ing funds for medical schools. Apparently 
no one either in the Public Health Service 
or in the medical schools was interested 
in the financial problems of the teaching 
hospitals. Two schools out of seventeen 
placed “hospital beds for research’ third 
and fourth on their priority. The financial 
stability, the provision of future service, 
the quality of the service rendered the 
patients in the institution upon which the 
medical school is dependent was taken for 
granted. If the animal has four legs, all 
types of funds may be tapped for care or 
study. If only two legs, let the hospital 
trustees and administrator worry about it. 
It is a little hard to understand this 
apparent blind spot in thinking regarding 
the teaching hospital. It may be due to 
a seeming preoccupation with undergradu- 
ate medical education on the part of medical 
schools and a refusal or an inability to 
accept responsibility for the complete medi- 
cal education of the physician. No one be- 
lieves that a doctor can be trained in 4 
years of a medical school. Intern and resi- 
dency training as well as postdoctoral edu- 
cation are necessary, and Willard Rappleye 
reminded us last February at the American 
Medical Association Congress on Medical 
Education and Licensure (6) of the role 
of the hospital in this medical education. 
The major teaching hospitals in this coun- 
try are involved with the medical education 
of as many interns and residents as there 
are enrolled in the junior and senior classes 
of the medical schools. The medical school 
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faculty are teaching these medical school 
graduates in these teaching hospitals, and 
these “clinical laboratories” are as essential 
and as important to the medical schools 
as are the laboratories of the department 
of anatomy. 

It is understandable that there is concern 
for balancing the books of the medical school 
and that great emphasis is laid upon pay- 
ment for overhead and for institutional 
grants to medical schools for undergraduate 
education. However, the question can be le- 
gitimately raised as to what financial means 
are available to cover the rest of the medical 
education spectrum? 

It is encouraging that the report of the 
Surgeon General’s Consultant Group on 
Medical Education has recognized and con- 
sidered the problem of financing of the 
teaching hospital. This is a very important 
subject. Teaching hospitals have very seri- 
ous financial problems, and many are related 
to their association with the medical school. 
Too little has been done to study hospital 
costs in relationship to the teaching program 
of the medical school. For the past 20 years, 
questions have been raised as to the role 
of the medical school in increasing the costs 
of a teaching hospital, and whether these 
increased costs are legitimate, because of 
the improved standards and greater variety 
of services, or whether medical school teach- 
ing and research costs enter in the hospital 
costs. 

Teaching hospitals attract the more com- 
plicated and seriously ill patients and must 
provide complete medical and hospital serv- 
ices, frequently with little or no reimburse- 
ment, because this is what is expected of 
them. If the medical school is to do proper 
teaching and research, it must have ade- 
quate numbers of patients and be prepared’ 
to care for them in the most modern and 
approved manner. The means by which 
reimbursement is obtained is all too fre- 
quently dismissed as a problem for the hos- 
pital to solve, in spite of the fact that the 
medical school’s needs and demands have 
caused some part of that financial problem 
in the first place. 
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It is time that these questions are an- 
swered and that careful study be given to 
the financial relationship between the medi- 
cal school and the primary teaching hospital. 
Both hospitals and medical schools are hav- 
ing and will continue to have problems 
financing their operations. If both are to 
function in a harmonious partnership, it 
is essential that neither partner feel that 
one is carrying unfairly a financial burden 
that is the responsibility of the other. It 
is equally important that expenses be prop- 
erly allocated so that the many outside 
agencies that are contributing to the finan- 
cial support of the medical school or the 
hospital be satisfied that their funds are 
being used properly. Patients should pay 
the full cost of the services they receive, 
but should not pay a premium for teaching 
and research that is appropriately the re- 
sponsibility of the educational institution. 
Educational funds that are sorely needed 
to pay adequate salaries to faculty, etc., 
should not be used to pay for patient care 
that is legitimately the responsibility of the 
patient or third party agencies. Insurance 
and governmental agencies that are having 
increased pressure placed upon them to pay 
the full cost of medical and hospital care 
for patients that are their responsibility 
are also concerned that educational or re- 
search costs are not included, or, if this 
cost is included, that it be identifiable. 

A similar problem faces the community 
that is expected to support the hospital. 
A community hospital has definite responsi- 
bilities which the community should be ex- 
pected to support financially. Teaching hos- 
pitals with higher or different standards 
and with more numerous and more expen- 
sive services can be expected to require 
additional financial support. It is possible 
that these different standards and services 
are essential and justifiable. However, it 
is necessary that their costs be identified 
wherever possible and that understanding 
reached as to where the local community 
financial responsibility ends and the need 
for outside funds occur. 

Preliminary studies that have been made 
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during the past 6 months in New Haven 
raise considerable doubt over the assumption 
that medical schools cause a substantial 
increase in the per diem cost of a primary 
teaching hospital, if proper allocations of 
expense are made between hospital patient 
service on the one hand and teaching and 
research of the medical school on the other. 
This will require a great deal more study 
before definitive conclusions can be reached, 
and will also be dependent upon adequate 
accounting and cost analyses. 

The problem of the teaching hospital 
is not just the per diem expense of caring 
for the patient. Large sums are needed from 
endowments, gifts, grants, and subsidies to 
meet the problems concerned with occupan- 
cy, admissions, adjustments to teaching and 
research programs, requirement of large 
numbers of ward beds and large out-patient 
clinics with high expense and low income. 
In addition, if the teaching hospital lives 
up to its responsibility as the service unit 
of a medical center, it must be prepared 
to meet the demand for special diagnostic 
and therapeutic services excepted of it by 
its medical staff and the community. It 
also must participate in community activi- 
ties. It should also undertake a program 
of education of ancillary medical personnel. 
Nursing education by itself, if it meets 
standards expected of the teaching hospital, 
may result in net losses of hundreds of 
thousands of dollars a year. 

If the teaching hospital is to provide 
an environment that represents the best 
of total patient care, it must have the leader- 
ship, administration and support that will 
enable it to do so. Its program, its per- 
sonnel, and its attitudes should be directed 
primarily toward the patient and the service 
that can be given the patient and the com- 
munity. At the same time, the hospital 
Board and its administrator should not only 
understand but be sympathetic toward the 
research and educational needs of the medical 
school, and should do everything possible 
to further these aims, constantly keeping 
the patient and his welfare in mind. 

If this is to be accomplished, administra- 


4 
> 
ee ; 
y 
at 
A 
» 
4 
. 

ff 

. 


VoL. 35, No. 3 


tive and professional relationships between 
the hospital and the medical school need 
to be understood. The teaching hospital 
is not a sub-department of the medical 
school in which the administrator is busily 
engaged only in checking the temperature 
of the soup, the cleanliness of the corridors, 
or preparing brochures telling how fine ev- 
eryone is. The teaching hospital should be 
a full partner with the medical school in 
all aspects of patient care. The administra- 
tor should be interested in research and 
teaching as it applies to the patient, in the 
long-range plans of the combined institution, 
in the problems faced by the various aca- 
demic departments in carrying out their 
own responsibilities, but primarily in the 
care of the patient who comes to the hospital 
expecting to get the highest scientific care 
in a humane, understanding, and spiritual 
environment. 

The administrator of the hospital should 
be just as concerned as the dean of the 
medical school and the professors of the 
clinical departments over the source and 
nature of patients that are necessary for 
teaching. The growth of third party medical 
insurance, with its consequent decrease in 
number of ward patients, and the problem 
of educating and financing the medical cen- 
ter resident staff are of vital importance 
to both partners. These are not academic 
or scientific problems—these are social and 
economic. Their solution will depend upon 
the ability of the dean and administrator 
to respect, appreciate, and complement each 
other. 

In conclusion, it should be emphasized 
again that the primary teaching hospitals 
intimately associated with medical schools 
represent potentially the finest type of hos- 
pital and medical care that can be found 
any place in this country. These hospitals 
are dependent for these high standards upon 
the medical school and faculty. As emphasis 


Teaching Hospital: Responsibilities and Conflicts / Snoke 213 


upon science, research, and teaching grow 
in the medical schools in this country, a 
danger exists of over-emphasis in these two 
areas with a consequent decrease in individ- 
ual patient care. 

The teaching hospital is the environment 
in which students of medicine (both gradu- 
ate and undergraduate) receive their edu- 
cation. Inasmuch as medical and hospital 
care today requires such varied facilities 
equipment, and trained personnel, the teach- 
ing hospital is the logical place to have 
them concentrated. Patient care, particular- 
ly from the individual point of view, may 
be lost in the expanding research and teach- 
ing atmosphere. It is the responsibility of 
the administration of the teaching hospital 
to see that this does not happen. This is 
not easy. However, it is an ideal worth 
striving for. The result is an institution 
which considers the person, not just the 
patient. 
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At the 1958 Annual Meeting of the Associa- 
tion of American Medical Colleges, Dr. 
Franklin D. Murphy, a physician and Chan- 
cellor of the University of Kansas, pointed 
out that mathematicians are in the process 
of reworking the whole concept of teaching 
twentieth-century mathematics to twenti- 
eth-century youngsters. He then suggested 
that medical educators hadn’t really faced 
up to the problems of examining pedagogic 
techniques and efficiency of the teaching 
mechanism in medicine (16). 

We believe that many medical educators 
are interested in new teaching methods. 
To them, to medical students, and to prac- 
ticing physicians we wish to demonstrate 
that twentieth-century mathematics con- 
tains some disciplines which can be used 
to help teach medical diagnosis to twentieth- 
century medical students. In this paper 
mathematical models from symbolic logic, 
probability, and value theory are proposed 
as a mathematical basis for an analysis of 
the reasoning foundations of medical diag- 
nosis. We believe these models can help 
the student learn more quickly and more 
precisely the logical processes which he 
needs to analyze the patient’s medical data. 
However, the adept use of these processes 
will do very little to improve the accuracy 
of diagnosis if the information about the 
patient is inaccurate. Therefore, we have 
included a short discussion on the subject 
of observer error and the accuracy of diag- 
nostic procedures. 
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Some information on how this study 
started may interest the reader. Several 
years ago, as a result of the rapid advances 
made in electronic computer development, 
a number of electronic engineers and medical 
investigators became interested in determin- 
ing whether computers could help the phy- 
sician with medical diagnosis. The belief 
has been expressed that errors in diagnosis 
are more often errors of omission than of 
commission (17). Some important questions 
needed to be answered. Could an electronic 
computer with its extensive memory capaci- 
ty and data-processing facility help the 
physician avoid some of the diagnostic er- 
rors of omission? Concerning errors of omis- 
sion, Clendening says ‘How to guard against 
incompleteness I do not know. But I do 
know that, in my judgement, the most bril- 
liant diagnosticians of my acquaintance are 
the ones who do remember and consider 
the most possibilities. Even remote ones: 
should be brought up even though they 
may be immediately rejected”’ (5). 

Could the computer be programmed to 
analyze the patient’s signs and symptoms 
and to give a differential diagnosis? If the 
computer could be programmed to analyze 
the patient’s data, should logical analysis 
processes be followed similar to those used 
by the physician? What are the reasoning 
foundations of medical diagnosis used by 
the physician? Diagnosis is, of course, a 
mental process, but what kind of mental 
process is it? (4). 

It is obvious that this sequence of ques- 
tions led us to a study of the logical proc- 
esses used in medical diagnosis, a subject 
which has received very little attention in 
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medical text books published in this coun- 
try. Perhaps we physicians have been more 
concerned with the laboratory aspects of 
medicine than with medical semiotics. If 
so, the most complicated electronic device 
yet introduced for medical research has re- 
directed our attention to the logical analysis 
aspect of medicine. 

It is interesting to note how a new tech- 
nique often may stimulate the development 
of theory; “We are today witnessing a re- 
vival of a number of interests of the days 
of Descartes relating to animals and ma- 
chines. The ideas arose in the seventeenth 
century but techniques for executing practi- 
cal experiments were lacking; today we have 
the techniques and are casting back for 
threads of old ideas. The history of science 
shows countless examples of such theory- 
technique cycles” (3). 

We realize that there are many factors 
involved in medical diagnosis and treatment 
which are intangible and are not susceptible 
to objective analysis. These factors involve 
value judgements of ethical, moral, and 
social considerations of great importance 
(18). However, after these judgements have 
been made, there remains an area of diag- 
nosis which we believe can be analyzed. 
In an attempt to give a mathematical for- 
mulation to this portion of the medical 
diagnosis reasoning processes we considered 
our own medical experience, we analyzed 
a large amount of medical case material in- 
cluding clinico-pathological conference rec- 
ords, and we discussed the problem with 
other physicians. 

In the presentation which follows, the 
mathematical models may be considered 
as a visual aid to help analyze signs and 
symptoms. 


A LOGICAL ANALYSIS MODEL 


There are three factors involved in the 
logical analysis of medical diagnosis, name- 
ly: medical knowledge which relates disease 
complex to symptom complex; the symptom 
complex presented by the patient; and the 
final disease complex diagnosis. Logical con- 
cepts inherent in medical diagnosis empha- 
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size the fundamental importance of consider- 
ing symptom complexes in conjunction with 
disease complexes (i.e., combinations of dis- 
eases) rather than an evaluation of each 
sign and symptom with respect to each 
possible disease. It is the combination of 
signs and symptoms which the patient does 
and does not have in relation to possible 
combinations of diseases that is of primary 
importance to the diagnosis. 

Each of the three factors involved in the 
logical analysis of medical diagnosis can 
be expressed in terms of symbolic logic as 
a Boolean function. If E[S(1),...S(n), D 
(1)...D(m)] is the function of medical 
knowledge relating m symptoms, S(1)..., 
S(n) to m diseases D(1)..., D(m) and if 
P\S(1), ..., S(m)] is the function repre- 
senting the patients’ symptoms, then the 
diagnosis is obtained by finding a function 
f{D(1), ..., D(m)] which satisfies the fol- 
lowing fundamental formula: E— (P —f). 

The effect of medical knowledge em- 
bodied in the function P is to eliminate from 
consideration certain disease-symptom com- 
plex combinations which do not exist. The 
resulting diagnosis computed by means of 
logic is essentially a list of the possible dis- 
ease complexes the patient can have which 
are consistent with medical knowledge and 
the patient’s symptoms. 

Before a logical analysis model can be 
demonstrated it is necessary to review briefly 
some symbolism associated with the proposi- 
tional calculus of symbolic logic and the 
digital notation for this calculus. Suppose 
that the symbols x, y, . . . are used to repre- 
sent “attributes” or symptoms! which the 
patient may have such as fever, leukocy- 
tosis, etc. The corresponding capital letters 
X, Y,...are used to represent statements 
about these attributes; for example, Y repre- 
sents the sentence “The patient has attribute 
y.” The negation of this sentence, namely, 
“The patient does not have attribute y’’ 
is represented by Y, where a bar (—) (called 

1 In this paper the word symptom refers to all the 
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negation) is placed over the Y to indicate 
“not.” The combination X-Y represents 
the combined statements, “The patient has 
both attribute « and attribute y” where the 
dot (+) (called logical product) indicates 
“and.” The combination of symbols X + Y 
represents the combined statements, ‘““The 
patient has attribute x or attribute y (or 
both),” where the plus (+) (called logical 
sum) indicates or (that is, the “inclusive 
or’). The sentence, “If the patient has 
attribute x, then he has attribute y’” is sym- 
bolized by X — Y. These symbols and their 
meanings are summarized below. 


Symbol Name Interpretation 
Y Negation Not Y 
X-Y Logical product X and Y 
X+Y Logical sum X or Y (or both) 
i—Y Implies If X then Y 


TABLE 1 
LOGICAL BASIS FOR S(1), S(2), D(1), AND D(2) 
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column d; dz d; ds represents a disease com- 
plex. For two symptoms S(1) and S(2) the 
possible combinations are: 


S(1) 0 1 0 
S(2) 0 0 1 1 


where each column 5; S2 53 S4 represents a 
symptom complex. 

If we consider the four attributes: (1), 
S(2), D(1), and D(2) then all conceivable 
combinations of disease and symptom com- 
plexes may be written in logical basis from 
as shown in Table 1. 

Although a logical basis lists all con- 
ceivable symptom-disease complex combina- 
tions, it is obvious that many of these do 
not occur. Which combinations do occur 
or which do not occur is information in- 


S(1) 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 

S(2) 0 Oo 1 1 0 Oo 1 1 0 Oo 1 1 0 oO 1 1 

D(1) 0 0 9 1 1 1 1 | 1 1 1 1 

D(2) 0 0 0 90 0 0 0 90 1 1 1 1 1 1 1 1 
d, d; 


That these propositional calculus func- 
tions can be displayed by a “1, 0” binary 
digit notation has been demonstrated by 
one of the authors (11, 12). With the digital 
notation a model can be constructed which 
helps to analyze patient data, and the model 
can be transferred to a digital computer. 

To demonstrate the elementary computa- 
tional technique we assume a simple situa- 
tion involving two symptoms and two dis- 
eases. For this example a logical basis is 
constructed using binary notation which 
displays all conceivable combinations of at- 
tributes that the patient under consideration 
may have. For two diseases D(1) and D(2) 
the possible combinations are: 


dz 
D(1) 0 1 0 1 
D(2) 0 0 1 1 


where 0 indicates that the disease does not 
occur and 1 indicates that it does. Each 


cluded in the body of medical knowledge. 

Suppose that one of the conditions from 
medical knowledge is D(2) — S(1): hence, 
columns 5343, 5:44, and s3d4 cannot oc- 
cur, since these represent patients that have 
at least disease D(2) but do not have symp- 
tom S(1). Mine 

If we also have the condition D(1)-D(2) 
— §(2), then columns s;d2 and Sed2 are elim- 
inated. The expression D(1)-D(2) — S(2) 
would eliminate columns s3d; and s4d; and 
S(1) + S(2) — D(1) + D(2) eliminates col- 
umns $241, 53d, and syd). When these com- 
plexes have been eliminated there remains 
a reduced basis consistent with medical 
knowledge as shown in Table 2. 

If a particular patient presents a particu- 
lar symptom complex, what possible disease 
or disease complex does he have? Consider 
the patient who has S(1)-S(2); then we 
must consider both column s2d; and column 
Sed4. Thus, there are two possible disease 
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complexes which the patient may have: 
D(1)-D(2) or D(1)*D(2). This means that 
the patient has D(2) and that he may or may 
not have D(1). Either further tests must 
be performed or else medical knowledge 
cannot tell whether or not the patient has 
D(1) under these particular circumstances. 

For complicated situations where more 
symptoms and diseases are involved, as 
would be found in an actual medical case, 
advanced computation techniques are 
needed (11, 12). A more detailed discussion 
of logical analysis in medical diagnosis has 
been presented elsewhere (13, 14), and it 
has been shown that the same logical anal- 
ysis procedure may be used to help deter- 
mine at any stage in the examination of 
the patient the minimum number of neces- 
sary diagnostic tests of the next order of 
complexity (14). 


A PROBABILITY MODEL 


In the preceding section statements were 
presented such as, “If a patient has disease 
2 he must have symptom 2.” Such posi- 
tive statements have a place in considering 
symptom-disease complexes, but it is ob- 
vious that a more accurate statement would 
be, “If a patient has disease 2, then there 
is a certain chance that he will have symptom 
2; ie., perhaps 75 out of 100 patients will 
have symptom 2.” Since ‘“‘chance” or “prob- 
ability” enters into “medical knowledge,” 
then chance or probability enters into the 
diagnosis itself. At the present time very few 
specific symptom probabilities are known; 
medical textbooks, therefore, do not often 
give numerical values, although they may 
use words such as “frequently,” “very of- 
ten,” “rarely,” etc. Concerning this lack 
of symptom data Clendening and Hasinger 
observe, “There is no department of medical 
literature that is more improverished than 
that of clinical statistics” (5). We hope 
that more attention will be given to collec- 
tion of clinical statistics. However, since 
we are considering these topics from an 
essentially academic point of view, we shall 
assume that the statistics are available, that 
the probabilities are known, and we shall 
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discuss methods for utilizing such probabili- 
ties in medical diagnosis. 
Suppose that it is not feasible to make 
further tests to distinguish between alterna- 
tive diagnoses. The problem then is: Given 
the patient’s symptoms complex (s;), what 
is the probability that the patient has a 
particular disease complex (d;)? This state- 
ment can be written P(d;/s;), where the 
symbol to the right of the slash is the known 
symptom complex and the symbol to the 
left of the slash is the disease complex whose 
conditional probability is desired. 


TABLE 2 


THE REDUCED BASIS FOR S(1), S(2), AND D(1), 
AND D(2) WHICH INCLUDES MEDI- 
CAL KNOWLEDGE 


S(1) 0 0 1 1 1 1 
S(2) 0 i 1 0 0 1 
D(i) 0 1 1 0 1 1 
D(2) 0 0 0 1 1 1 
ds dy 


The composition of P(d;/s;) may be given 
in terms of Bayes’ theorem: 


P (di) P(s;/ ds) 
(ds) P (s5/ dx) 


allk 


P s;) = 


This theorem which gives an “inverse 
probability” was expressed by Reverend 
Thomas Bayes in 1763 and represents a 
mathematical basis of induction.’ 

The term P(s;/d,) is the probability of 
having the symptom complex s; when it 
is known that the patient has the disease 
complex d;. Medical textbooks usually pre- 


2 Inductive probability is a mathematical field of 
interest which been explored very little with re- 
spect to medical diagnosis. Yet it represents an im- 
portant part of the diagnostic process. For discus- 
sions on inductive probability see: 

1. Cherry, C. bn Human Communications, p. 


63. New York: Technology Press and John Wiley 
and Sons, Inc., 1957. 

2. Luce, R. D., and Raiffa, H. Games & Deci- 
—_ p. 311. New York: John Wiley and Sons, Inc., 
1957. 

3. Carnap, R. Logical Foundations of Probabil- 
ity. Chicago: University of Chicago Press, 1950. 
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sent the disease-symptom information in 
this sequence although at present numerical 
probability values are not assigned, because 
the statistics are not available. The reason 
that textbook material is usually discussed 
in terms of P(s;/d;) rather than P(d;/s;) 
is that the disease gives rise to the symp- 
toms. Therefore, it seems reasonable to as- 
sume that P(s;/d;), which represents the 
symptoms from a particular disease com- 
plex, is a constant which is influenced very 
little by other circumstantial factors. 

The term P(d;) is the probability that 


TABLE 3 
NUMBER OF PATIENTS WITH EACH SYMPTOM-DISEASE COMPLEX COMBINATION 
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The lower row of numbers shows the 
number of patients with each symptom- 
disease complex combination. For conven- 
ience we have assumed that we are dealing 
with a defined patient population which 
totals 1000. We immediately observe that 
the conditional probabilities corresponding 
to the columns that were eliminated by 
medical knowledge are zero (see Tables 1 
and 2). This is because these columns repre- 
sent disease-symptom complex combina- 
tions which do not exist according to medical 
knowledge and hence there are no patients 


tients 910 


P(s,/d,) =1, P(s2/d,) =0, 


TABLE 4 


P(s,/d;) =0, 
P(s,/dz) =0, =0, P(s3/d2) =3/5, =2/S, = 


P(s4/d;) =(, P(d,)= 


P(s;/ds) =0, P(s2/d;) =1, P(s3/d;) =0, P(s«/d;) P@,)= 


P(s,/d,) =0, P(52/ds) = 2/3, 


for a particular population of patients any 
particular patient in that population will 
have disease complex d;. This term relates 
the changing influence of geographical, sea- 
sonal and epidemiological factors on the 
diagnosis. 

The denominator P(d,)P(s;/d,) is a 

all 
normalization factor where “all k” indicates 
a summation over all possible disease com- 
plexes d; to be considered. 

To illustrate a conditional probability 
model for medical diagnosis a simple illustra- 
tion has been chosen which uses the logical 
basis from the preceding section (Table 3). 


P(ss/d) =0, 


= 1/3, = 


having these disease-symptoms complexes. 
The probabilities of the disease-symptom 
complexes which do exist are displayed in 
Table 4. 

Suppose we assume, as we did in the 
preceding section, that the patient presents 
S(1)*S(2). Logical analysis shows that the 
diagnosis is D(i)-D(2) + D(1)*D(2). This 
says that the patient has D(2) but may or 
may not have D(1). Which disease complex 
is more probable, D(1)-D(2) or D(1)-D(2)? 
To answer this question we use Bayes’ the- 
orem and substitute the calculated proba- 
bilities. Notice that D(1)-D(2) occurs only 
in the d; complex; and D(1)-D(2) occurs 
only in the d, complex. Therefore we have 


— 
: po S(1) 0 1 0 1 0 1 0 1 0 1 0 1 0 1 0 1 : 
~ ; S(2) 0 0 1 1 0 0 1 1 0 0 1 1 0 0 1 1 
; AS D(1) 0 0 0 0 1 1 1 1 0 0 0 0 1 1 1 1 
fe D(2) 0 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 : 
Ve 
= No. of pa- 
0 0 30 2w 023 0 0 100 #O 5 
# 
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P (d;) P (52/ ds) 


P(ds/ = (s,/di) +P (da) +P (da) P ds) (da) da) 
(1000) 
(1000) (4000) °*+ (i000) 1 * i000) 


; This is the conditional probability for D(1)*D(2). 


( 15) 


P (d4) P (S2/ dg) 


(dz) P +P (d3) P (s2/ds) +P (ds) P (s2/ di) 


ti000) 2/3 
( 910) ( 50) ( 25) ( 15) 2 
(1000) ‘0+ 4000)" °+ 7000)" 1 +7000) 3 


25410 7° 


P (d4/ 52) = 


Hence, the chances are $ to # or 5:2 
that the patient has disease 2 but not dis- 
ease 1, [D(1)-D(2)] rather than “both dis- 
ease 1 and disease [D(1)*D(2)}. 


A VALUE THEORY MODEL 

In the preceding discussion the model 
helped us to determine the more probable 
diagnosis. However, in actual practice, al- 
ternative diagnoses may remain after all 
tests have been made, and it may not be 
possible to determine the most likely diag- 
nosis. At this point the value of treatments 
associated with the probable diagnoses must 
be considered. Often the treatment is a 
straightforward application of “currently 
accepted therapeutic measures.’’ However, 
the choice of treatment may in some cases 
involve an evaluation of a “conflict situa- 
tion” where ethical, moral, or economic fac- 
tors are present in addition to the diagnosis. 
There is an interesting similarity between 
these value decision problems in the medica] 
field and complicated decision problems in 
economic, military, and political fields. To 
deal with the economic and military prob- 
lems mathematicians developed “Value The- 


This is the conditional probability for D(1)-D(2). 


ory.” To see how “value theory” may enter 
medical treatment, consider the following 
example. Suppose that there are 7000 pa- 
tients, all with the same diagnoses, i.e., 
these patients may have disease complex 
d; with a probability of $, or disease complex 
d, with a probability of #. Also, let us 
suppose that there exists a treatment 7(1) 
which is 90 per cent effective (will cure 
90 out of 100 patients) for disease complex 
d; and 30 per cent effective for disease 
complex d,. If we use this treatment on 
all 7000 patients, how many should we 
expect to cure? 


Number of patients with d; 


= $(7000) = 5000 
Number of patients with d, 
= 2(7000) = 2000 
Then 7(1) should cure 
( 90) ( 30) 
5000 —— (i00) —-- 2000 = 4500 


+600 = 5100 patients . 
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A second treatment 7(2) is known to 
be effective also for both d; and dy. It is 
only 10 per cent effective for d;, but it is 
100 per cent effective for dy. The problem 
is: with which treatment, 7(1) or T(2) 
should we expect to cure more patients? 

Repeating the calculations to find the 
number of patients who should be cured 
by T(2): 


( 10) (100) 


(100) 
+ 2000 = 2500 patients . 


Hence, we would expect to cure more pa- 
tients with treatment 7(1). Although the 
preceding method was used to choose a treat- 
ment which would maximize the number 
of patients cured, the same argument can 
be applied to the individual patient. A little 
reflection will show that when maximizing 
the expected number of patients cured, we 
are actually maximizing the probability that 
any individual patient will be cured. To 
the practicing physician concerned with the 
treatment of each individual patient, this 
is what is most important. 

This process of choosing the best treat- 
ment can be described in the terminology 
of games. There are in this game two play- 
ers, the physician and Nature. The physician 
is trying to determine the best strategy 
(treatment of the patient) from his limited 
knowledge of Nature. The matrix repre- 
sentation of the game is shown below with 
the values of the pay off for each treatment. 
The model demonstrates what the physician 
will “‘win” and what nature will “lose.” 


NATURE 

d3 
90 30. 

: 

THE | 100 100 
PHYSICIAN |——— 

100 

| 
100 100 


It must be re-emphasized that the prob- 
abilities the physician would use in such 
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a matrix are not available, because statistics 
have not been collected for most disease- 
treatment plan combinations. However, the 
physician frequently must make such value 
judgments. These he makes creditably well, 
based upon his past experience and his 
knowledge of the pertinent medical litera- 
ture. 

We believe that there is much to be 
gained from a study of value theory models 
for medical diagnosis and treatment. Such 
models help to separate the strategy problem 
from the decision on values problem and they 
help to solve the strategy problems. The 
decision on values problem involves ethical 
and moral questions which must be left 
to the physician to evaluate.* 


OBSERVER ERROR AND THE ACCURACY 
OF DIAGNOSTIC PROCEDURES 


At a recent conference on diagnostic data 
processing,‘ several physicians commented 
on the degree of inaccuracy found in clinical 
and laboratory procedures. They suggested 
that a system for logical analysis of medical 
data and the use of mechanical aids might 
help to improve diagnostic accuracy but 
that the real problem is to obtain more 
accurate patient data. That a surprising and 
clinically important degree of inaccuracy 
is to be expected in the interpretation or 
evaluation. of many clinical and laboratory 
procedures has been pointed out in an ex- 
cellent article by Garland (10). We agree 
that more studies need to be made concern- 
ing observer error in all branches of medicine 
to provide more accurate data for the clini- 
cian and for the medical student learning 
medical diagnosis. Since many physicians 
do not believe that a significant degree 
of error exists in their own field, several 
studies will be cited. 

In the field of radiology a number of 
tests have been made on the accuracy of 


* For a discussion of value theory and some inter- 
esting aj ay pe the reader should see J. D. Wil- 
liams, The Compleat Strategyst. New York: Mc- 
Graw-Hill Book Co., Inc., 1954. 


* Proceedings of The Conference on Diagnostic 
Data Processing. The Rockefeller Institute for Med- 
ical Research, Jan., 1959. Jn: M. Eden ‘ed.), to be 
published. 
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interpretation of chest roentgenograms. Gar- 
land (10) points out that experienced inter- 
preters of plain chest roentgenograms are 
apt to miss about 30 per cent of those 
films positive for roentgenologic evidence 
of disease, and to over-read about 2 per 
cent of those negative for disease. Further, 
this degree of error was found not only in 
the tests of serial roentgenograms but also 
in routine practice. 

Five pediatricians (7) were asked to study 
221 children and to classify them according 
to nutritional status. After making a com- 
plete clinical examination and using per- 
tinent diagnostic tests, the pediatricians 
could agree on a diagnosis of malnutrition 
in only seven children, although a total 
of 90 had been so diagnosed by one or 
more of the examiners. 

Fletcher (8) has reported the results of 
an interesting test which was made to assess 
the validity of some well known physical 
signs of pulmonary emphysema. For this test 
eight internists, all members of the Royal 
College of Physicians, were asked to examine 
the chests of twenty patients with emphy- 
sema. Each observer was asked to comment 
on ten signs which were listed in five out 
of six standard textbooks as present in 
emphysema. For most of the simple signs 
the physicians agreed in about 15 per cent 
of the cases, and on the signs of hyper- 
resonance of the chest there was a 33 per 
cent disagreement. As a result of this study 
Fletcher made some observations which 
emphasize the need for more studies con- 
cerning observer error in clinical medicine: 


“Presumably so little attention has been 
given by clinicians to the problem of error in 
assessing physical signs because they seldom 
hunt in couples of equal seniority” (8). 

“The disagreements demonstrated in respect 
of simple hyperresonance were such as to sug- 
gest that, for instance, a refinement such as 
skodiac resonance should be discarded’’ (9). 
“Such refinements of physical examinations 
should be subjected to the test of observer error 
before they are published in our textbooks and 
journals and taught to students” (9). [And] “In 
the light of such an experiment, it might be pos- 
sible to reject some of the traditional signs and 
we might in this way lessen the burden we at 
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present lay upon students of medicine who have 
to learn so many clinical methods based upon 
tradition rather than upon experimental” (8). 


Some other studies which deal with the 
problem of diagnostic procedure accuracy 
are: (a) variation in interpretation of elec- 
trocardiograms (6); (6) physician opinion 
on advisability of tonsilectomy in 1000 
children (1); (c) the variation in results 
of chemical analysis of standard solution 
in 59 different hospital laboratories (2); and 
(d) the fluctuation of the erythrocyte count 
under standard laboratory conditions (15). 


SUMMARY 


The use of logical analysis in medical 
diagnosis has received little attention in 
medical texts and in medical student teach- 
ing in this country. 

Models from symbolic logic, probability, 
and value theory are proposed as a mathe- 
matical basis for logical analysis in diagnosis 
and treatment. 

The interest in logical analysis and in the 
use of machine aids to diagnosis has reem- 
phasized our need for more accurate medical 
data. 

A substantial contribution to the teaching 
of medical diagnosis and to the accuracy 
of diagnosis can be made by studies in all 
fields of medicine on observer error and the ° 
accuracy of diagnostic procedures. 
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INTRODUCTION 


The population of the United States is ex- 
pected to increase from 177,128,000 in July, 
1959, to 195,747,000 in 1965, to 213,810,000 
in 1970, and to 235,246,000 in 1975.’ As a 
consequence, there is likely to be an ever 
growing demand for skilled tradesmen, sci- 
entists, technicians, and professional work- 
ers of all kinds including, of course, medical 
practitioners. This report presents an at- 
tempt to project the future supply of medi- 
cal students, including the number of appli- 
cants and of acceptances for admission to 
our colleges of medicine and schools of basic 
medical sciences, along with the number of 
freshmen in and graduates of these institu- 
tions. 


THIRTY-FIVE YEARS OF ACTUAL DATA 

Table 1 provides certain data for the past 
35 years which are basic to this problem of 
projection. Because of the effects of World 
War II, first in reducing and then in aug- 
menting, in both cases drastically, the num- 
bers of men receiving baccalaureate degrees 
from our colleges and universities, it is de- 
sirable to deal with the men separately, al- 
though the data for the two sexes combined 
must also be considered. This table is of in- 
terest in and of itself, but it also provides the 
basis for certain calculations given in suc- 
ceeding tables. 

Column 2 of Table 1 indicates that the 


number of 21-year-old men in the United | 


* Director, Bureau of Institutional Research. 


' Bureau of the Census, Current Population Re- 
ports—Population Estimates, Series P-25, Nos. 204 
and 187 (Series IT projections). 


The Future Supply of Medical Students 
in the United States 


EDWARD F. POTTHOFF Px.D.* 


Bureau of Institutional Research, University of Illinois, Urbana, III. 


States fluctuated somewhat between 1924- 
25 and 1958-59, but it was about 22 per cent 
greater in the latter year than in the former. 
According to column 3, however, the num- 
ber of first-level degrees awarded to men 
multiplied almost 43 times during this same 
period. This column (among others) reflects 
the effects of World War II during the 
1940’s and the early 1950's. 

Column 4 relates to what has been called 
the applicant base group for men, the data 
shown for any given year being derived by 
taking 25 per cent of the first-level degrees 
in that same year plus 75 per cent of such 
degrees in the preceding year (column 3). 
This basis was used because in recent years 
about 75 per cent of first-year medical stu- 
dents have had four years of premedical edu- 
cation, and the other 25 per cent have had 
three years. Thus, column 4 shows the size of 
the reservoir of potential applicants for ad- 
mission to medical colleges each year. 

Columns 5 through 8 of Table 1 relate to 
men only, but the same types of data are 
shown in columns 9 through 12 for the two 
sexes combined. Data on applicants and 
acceptances are not available for some of the 
years covered by the table, and, because of 
the accelerated programs followed by the 
medical colleges during World War II, the 
number of freshmen indicated for any one 
of these years cannot be related directly to 
the number of graduates for the fourth year 
later shown on the same line. 

Column 5 reveals a decrease in the num- 
ber of men applicants from 11,680 in 1932- 
33 to 11,168 in 1939-40, even though the 
applicant base group (column 4) increased 


223 


¥ 
A 
ae 
es 
| 


Leo’ 96S L8I1 ILS 661 £80°1 9S-SS6l 


198‘9 6£9' 97S 709‘ €81 098‘090‘T 
L16‘9 076 ‘61 $97 ‘997 6720‘ L7Z ofr 
198°9 O8Z ‘ZZ 660‘ 17 007 6LZ oss ‘930° 


g99‘9 ttost‘s £79‘ 087 618 983‘ ‘I OS-6P6I 
$60 8S 997‘ SIZ‘T 
¢ 697 ‘II CEO SOI 006‘ SOT 146° 
‘ZI zis‘s II 001 009‘ 801 LETT 
sss‘ 019° 68 819° L6 677 
761 ‘ZI ges‘ 98 000‘ £8 99F 
6LL ‘71 ‘ZI 00s ‘18 610‘ 
O87 ‘ZI €8 SOL* LETT E61 


068° 89 061 ‘ #80‘ T 67-8761 
6S1°9L6 
}{seour IA | Wow #saoue tdnoiz {saoizap 7 
AINO 40d VIVG 


¢ 
¢ 
¢ 


6S-8S6I OL ‘CANIGNWOD NAWOM ANV ANV ‘ATALVUVdAIS NAW AOA 
‘SHLVLS GALINQ FHL NI SAONAINS TWOIGAJ AO STOOHDS ANV SADATIOD TVIIGAJX TIY NI SLNAGALS DNINAFINOD VLIVd 


NtOD 
4 
"Se 
~ 
‘ee 
2 
| 
| 
: 


poled ay} 410] [je puv suNajng jo pur 
‘uoypmpy fo jousmor wy jo Apnyg 

(79-1961 93 6S-SS6T OF Sururezsad OF Sout] ay) UO) 
9G} UMOYS jo slaquinu ayy sz Jo Buru 
"SS-PSOL 
Ul OL PUL Ul OF JO Ul OF 
Ul OF “ES-ZS6T PUY UE Jo 40} 
UsUIYSII} ZC JO UWNjOD sty} UI jou 


PIALIIP 319M (79O-[OG] YSNOIY, dy} Jo 
/ UI JO JaquINU ay} JO || 
HIM PUL “8Z-LZ61 40J 9 UT ay], # 
YIBI JO} PIUIQUIOD UIWOM PUB JOJ JY} JO ‘saxas BY} ‘sUMOp 
yore suoteoydde puv syuvoydde yjoq uo vyep pue UdATS ay] UI 
HIM PUL “BZ-LZ61 “LZ-9ZH1 40} ayy § 
*}X9} 94} Ul 
pourejdxa st ur aseq ay} jo uoNeALep ay] 
‘SIOUNT] Jo sIseq UO 


OL SALON 


it 
tk 
Wwe 
+ 
225 


226 Journal of Medical Education 


from 83,054 to 108,837 between the same two 
years. The number of acceptances (column 
6) also dropped during this period, namely, 
from 7,004 to 5,890, as did the number of 
medical college freshmen (column 7), which 
decreased from 6,118 to 5,618. These de- 
clines in acceptances and in freshmen, which 
were due almost entirely to many medical 


TABLE 2 
THE PERCENTAGE WHICH MEN MEDICAL COLLEGE APPLICANTS, ACCEPT- 


Marcu 1960 


colleges’ reduction of their first-year classes, 
might have been much more nearly of the 
same magnitude, except for the fact that 
these institutions apparently expected a 
much larger shrinkage from accepted appli- 
cants to enrolled first-year students during 
the early 1930’s than they did before and 
after these depression years. A comparison ° 


ANCES, FRESHMEN, AND GRADUATES WERE OF THE MALE APPLICANT 
BASE GROUP; ALSO THE NUMBER OF TOTAL (MEN PLUS WOMEN) GRADU- 
ATES PER 1,000,000 oF TOTAL U.S. POPULATION; 1924-25 TO 1958-59. (DE- 


RIVED FROM BASIC DATA IN TABLE 1.) 


NUMBER OF 


PERCENTAGES FOR: GRADUATES 
Appli- Accept- Fresh- Gradu- PER 1,000,000 
YEAR cants ances men ates* POPU LATION * 
1 2 3 4 5 6 
1924-25 9.36 7.27 35.4 
1925-26 9.24 7.14 36.5 
1926-27 15.68 9.81 9 32 6.96 37.1 
1927-28 16.52 9.49 9.05 6.90 38.2 
1928-29 17.39 9.52 8.80 6.92 39 5 
1929-30 18.53 9.45 8.67 6.59 39.0 
1930-31 8.30 6.48 39 9 
1931-32 7.55 6.16 40.1 
1932-33 14.06 8.43 5.94 40.5 
1933-34 14.11 8.81 7.51 6.24 41.7 
1934-35 14.79 8.57 7.50 6.04 40.0 
1935-36 14.58 7.89 7.02 5.84 38.9 
1936-37 13.36 7.06 6.60 5.61 38.6 
1937-38 12.89 6.77 6.24 5.57 39.5 
1938-39 11.44 5.88 5.99 4.86 38.3 
1939-40 10.26 5.41 5.16 4.58 38.2 
1940-41 10.37 5.355 5.21 4.27 a7.1 
1941-42 10.73 6.16 5.64 9.53 73.6 
1942-43 13.06 6.38 6.01 5.31 41.2 
1943-44 14.83 7.18 44.3 
1944-45 10.76 9.16 37.9 
1945-46 9.45 7.77 34.1 
1946-47 8.23 6.90 36.6 
1947-48 14.01 4.79 4.77 4.47 39.7 
1948-49 11.53 3.31 3.18 2.89 38.7 
1949-50 8.21 2.41 2.37 2:20 41.8 
1950-51 6.64 2.17 2.16 2.05 42.0 
1951-52 7.06 2.2 2.67 2.49 42.0 
1952-53 7.14 3.38 2.95 40.4 
1953-54 6.94 3.68 3.59 3.27 39.5 
1954-55 7.31 3.97 3.86 3.49 39.4 
1955-56 7.43 3.98 3.88 3.61 40.2 
1956-57 1.23 3.65 3.41 40.9 
1957-58 6.50 3.43 3.32 3.08 40.3+ 
1958-59 5.78 3.20 3.11 2.88 40.1f 


* These data relate to the fourth year later than the one shown in column 1. 
Tt Based on population data which are interpolations of projections for 1960 


and 1965. 
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of the data in columns 6 and 7 shows that 
these expectations actually materialized. 
During the. period 1947-48 to 1958-59, 
the number of acceptances (column 6 of 
Table 1) underwent a steady increase from 
6,082 to 7,876. The number of applicants 
(column 5) rose at first with the increasing 
applicant base group (column 4), but the 
former began to decline in the year in which 
the latter reached its peak. The number of 
applicants was considerably less in 1958-59 
than in 1951-52, but the size of the appli- 
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at the beginning and at the end of the peri- 
od, reveal the improvement in survival rates 
which has taken place in our medical 
colleges. 


TRENDS IN THE SUPPLY OF 
MEDICAL STUDENTS 


The foregoing facts concerning columns 4 
through 8 of Table 1 suggest a more exact 
determination of the interrelationships of 
these data. These relationships, expressed as 
percentages in columns 2 through 5 of 


YEAR ‘24-25 ‘29-30 34-5 


"39-40 


"44-5 49-50 "59-60 


Cuart 1.—Percentage of the applicant base group included in each of four groups of medical students: 
applicants, acceptances, freshmen, and graduates in the fourth later year; 1924-25 to 1958-59. The data 


portrayed are presented in Table 2, columns 2-5. 


cant base group differed relatively little in 
these two years. It isalso apparent that, even 
with the increases in applicants after the 
low point in 1954-55, their numbers repre- 
sented smaller proportions of the base group 
than they did in the late 1940's. 

Column 8 shows an increase from 4,055 
men graduates out of the entering class of 
1924-25 to 7,101 out of the freshmen of 
1958-59, a growth of 75.1 per cent. During 
this same period the number of freshman 
men (column 7) rose from 5,223 to 7,674, or 
by 46.9 per cent. These percentages, as well 
as a comparison between these two columns 


Table 2, make possible comparisons among 
applicants, acceptances, freshmen, and grad- 
uates over the period of years shown by re- 
ducing them all to identically the same 
basis—namely, the proportion which they 
constituted of the applicant base group. 
These data, which relate to men only, are 
presented graphically in Chart 1. 

In view of the close parallelism between 
the curves for freshmen and acceptances in 
Chart 1, it is probable that the graph for the 
latter for the years for which it is broken 
would follow that for the former if the miss- 
ing percentages were known. The parallel- 
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ism is due, of course, to the dependence of 
the acceptances upon the number of places 
available for freshmen. In general, if the 
disturbances resulting from World War II 
are taken into account, the curves for ac- 
ceptances, freshmen, and graduates reveal 
a rather close parallelism, this relationship 
being particularly striking since 1947-48. 
Earlier in the period covered by the data 
these curves moved closer and closer to- 
gether with the passage of time, the reason 
for which will become clear presently (from 
Table 3). 


TABLE 3 


SURVIVAL OF MEN MEDICAL STUDENTS THROUGH VARIOUS STAGES, EXPRESSED AS 
A PERCENTAGE THAT THOSE IN THE SAME INITIAL GROUP AT A GIVEN LATER 
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The inverse relationship between the 
curve for applicants and that for freshmen 
during the earliest years shown is difficult to 
explain unless the reports on applicants were 
incomplete at first or unless the definition of 
an applicant as actually applied became 
broader during the first few years. In the 
latter event, the definition must have been 
delimited when collection of statistics was 
resumed in 1932-33. Because of this situa- 
tion it is impossible to theorize about the 
nature of the curve for applicants for the 
missing years in the early 1930's. 


STATE OF PROGRESS WERE OF THOSE AT SOME GIVEN EARLIER STAGE; 1924-25 


TO 1958-59. (BASED ON TABLE 1.) 


Acceptances/ Freshmen/ Graduates/ Graduates/ Graduates/ Freshmen/ 
Year applicants acceptances freshmen acceptances applicants applicants 
1 2 3 4 5 6 7 

1924-25 77.64 

1925-26 77.27 

1926-27 62.53 95.00 74.71 70.98 44.39 59.41 
1927-28 57.45 95.42 76.16 72.67 41.75 54.81 
1928-29 54.74 92.38 78.63 72.64 39.77 50.57 
1929-30 51.01 91.76 75.92 69.66 33.00 46.80 
1930-31 78.08 

1931-32 81.61 

1932-33 59.97 87.35 80.70 70.49 42.27 52.38 
1933-34 62.49 85.21 83.05 70.77 44.22 53.25 
1934-35 57.93 87.52 80.51 70.46 40.82 50.70 
1935-36 54.11 88.94 83.26 74.05 40.07 48.13 
1936-37 52.82 93 .43 85.10 79.51 42.00 49.35 
1937-38 52.51 92.24 89.23 82.30 43.22 48.43 
1938-39 51.36 94.42 87.65 82.77 42.51 48.50 
1939-40 52.74 95 .38 88.68 84.58 44.61 50.30 
1940-41 53.47 93 .93 82.05 77.06 41.20 50.22 
1941-42 57.48 91.49 52.58 
1942-43 48.85 94.23 91.68 86.39 42.20 46.03 
1943-44 

1944-45 85.10 

1945-46 82.18 

1946-47 83.92 

1947-48 34.21 99.62 93 .53 93.18 31.87 34.08 
1948-49 28.76 95.91 90.94 87.21 25.08 27.58 
1949-50 29.29 98.49 94.84 93.41 26.36 28.85 
1950-51 32.63 99.67 94.96 94.64 30.89 32.52 
1951-52 38.49 98.22 93.25 91.59 35.26 37.81 
1952-53 46.60 97.16 91.27 88.68 41.32 45.27 
1953-54 53.09 97.31 91.33 88.87 47.18 51.66 
1954-55 54.27 97.31 90.32 87.90 47.70 52.81 
1955-56 53 .57 97.48 92.92 90.58 48.53 52.22 
1956-57 51.91 97.39 93 .32 90.89 47.18 50.56 
1957-58 52.80 96.89 92.63 89.75 47.39 51.16 
1958-59 55.34 97.44 92.53 90.16 49.96 53.92 


* Omitted because the relationship is distorted as a result of the accelerated programs 


followed by Medical Colleges during World War IT. 
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On the other hand, however, the curve for 
applicants probably followed at least rough- 
ly that for freshmen during the period 1942- 
43 through 1947-48. This statement is based 
on the parallelism shown between the two 
curves during the known years after the 
early uncertainty noted in the preceding 
paragraph, and on the very large percent- 
ages existing for freshmen during the period 
just mentioned. The percentage for fresh- 
men in 1943-44 was higher than that for 
applicants in both 1942-43 and 1947-48, 
and even in 1944-45 and 1945-46 the former 
was relatively quite high. 

The gaps in Chart 1 between the curve 
for applicants, on the one hand, and those 
for acceptances and freshmen on the other, 
are quite large as compared with the gaps 
among acceptances, freshmen, and gradu- 
ates; yet the curve for applicants reveals a 
considerable parallelism to the other three, 
along with a tendency toward convergence 
in the later years. The fluctuations for ap- 
plicants are somewhat more violent than are 
those for the other three groups, but this is 
to be expected in view of the rather direct 
and close dependence of the latter groups 
upon the capacity of the medical colleges, 
and in view of the possibility of at least an 
occasional or a temporary looser dependence 
thereon in case of applicants. 

If the effects of World War II are dis- 
counted, it is clear that all four curves in 
Chart 1 represent declines in the percent- 
ages over the period covered by the data. In 
other words, since the middle 1920's ever- 
decreasing proportions of the men in the 
applicant base group have been found 
among the applicants, accepted students, 
freshmen, and graduates. Moreover, it is 
likely that this long-time downward trend 
will continue. 

Wider and wider ranges of vocational op- 
portunities in professional, technical, and 
scientific fields have opened up over the 
years and will open up in the future to men 
who possess a baccalaureate degree. As a 

_ consequence, decreasing proportions will 
have an interest in the practice of medicine. 

At the same time, also, the yearly crop of 
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new baccalaureate men has been increasing 
far more rapidly than has the total popula- 
tion, so that smaller and smaller proportions 
of such men have needed to enter upon the 
study of medicine to maintain a constant or 
even a somewhat increasing physician-pop- 
ulation ratio. 

Column 6 of Table 2 shows the number 
of medical college graduates per one million 
total population. Excluding the data for the 
World War II years these ratios ranged be- 
tween 35.4 and 42.0. During the last seven 
years shown, however, the ratios varied but 
little, ranging between 39.4 and 40.9. As long 
as these ratios remain constant, a continua- 
tion of the same level of supply of medical 
services is assured, as far as this depends 
upon the output of U.S. medical colleges. 


THE SPORTING BASIS FOR APPLICANTS 


According to column 2 of Table 2, the 
proportion of the men’s applicant base 
group who applied for admission to medical 
colleges dropped from 14.01 per cent in 
1947-48 to 6.64 per cent in 1950-51. Subse- 
quently, this ratio rose, but it recovered 
only a small part of this loss, never return- 
ing to its earlier high level, and the decline 
which it resumed in 1956-57 has continued 
since that time. According to column 4 of 
Table 1, the size of the applicant base group 
increased between 1947-48 and 1950-51, 
then underwent a reduction which con- 
tinued through 1954-55, after which it rose 
again through 1958-59. A comparison of 
these data on the applicant base group in 
Table 1 with the percentages for applicants 
in column 2 of Table 2 reveals that in all 
instances but two during the period 1932- 
33 to 1958-59, whenever the number in the 
base group increased from one year to the 
next, the proportion of this group who applied 
for admission decreased, and whenever the 
former decreased the latter increased. Thus, 
it appears that the number of applicants was 
the result, not of some consistent relation- 
ship thereof to the number in the applicant 
base group (as shown by the proportion just 
referred to), but of some other factor which 
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was largely independent of the size of the 
base group. 

It may be noted from column 2 of Table 
3 that the low point in the proportion of 
applicants who were accepted by the medi- 
cal colleges was 28.76 per cent in 1948-49, 
If, however, the post-World War II situa- 
tion is disregarded, the general run of ac- 
ceptances, both previously and later, was 50 
per cent or slightly higher. The latter level 
had been of long standing if the first two or 
three years of the applicant-acceptance data 
are discounted for reasons already given, and 
this level was gradually regained following 
the low point of 1948-49. Thus, it appears 
that the percentages of applicants who were 
accepted, that is, the chances that appli- 
cants had of gaining admission to medical 
colleges, helped to determine the numbers 
who actually applied and therefore the pro- 
portions which they constituted of the ap- 
plicant base group. More specifically, the 
50-50 or slightly better chance of being ac- 
cepted in any one year seems to be a critical 
ratio in the sense that, if it is not attained, 
the number of applicants is adjusted in the 
direction of re-establishing it. Moreover, 
since the number of acceptances depends 
upon the facilities available in our medical 
colleges, these facilities appear to constitute 
a demand factor which influences the extent 
of the supply, namely the number of 
applicants. 

The percentage of acceptances depends, 
of course, upon the number of applicants 
and the number of acceptances. The latter, 
however, as just noted, is a function of the 
capacity of the medical colleges. In order, 
therefore, for the percentage of acceptances 
to remain constant from year to year, the 
number of applicants must always have 
about the same relationship to the number 
of acceptances. In other words, the number 
of applicants must be determined by the 
number of acceptances. 

The chances that applicants for admission 
to medical colleges have of being accepted 
may be analyzed in another manner. Table 
4, which relates to men and women com- 
bined, presents in column 12 data on the 
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percentage of acceptances for all applicants 
(first-timers and repeaters combined) in any 
one year, which are similar to those already 
noted for men only. Column 13 shows only 
slightly higher proportions of acceptances 
among first-timers alone, but column 14 re- 
veals considerably lower proportions among 
those who reapplied one year after a first re- 
jection. Column 16, however, indicates that 
not more than 60 per cent of those who were 
rejected have reapplied in recent years. A 
combination of the data for first-timers and 
repeaters who stemmed from a given year’s 
first-time applicants as presented in column 
11, shows that about two-thirds of the first- 
time applicants in any year were accepted 
either in that year or in the following one. 
Thus, in recent years applicants have had 
about two chances in three of ultimately 
being accepted. These proportions, of 
course, include only those rejected appli- 
cants who applied a second time; we do not 
know what would have happened to the re- 
mainder who were rejected initially if they 
had reapplied. 

The data in columns 11 to 14 inclusive in 
Table 4, all of which relate to percentages of 
acceptances, show a remarkable stability 
after 1952-53, that is, after the veteran 
bulge had been passed. Thus, these data 
seem to reflect something of the minimum 
chances for success that potential appli- 
cants, as a group, for admission to medical 
colleges expect to have if they are actually 
to make application. When these chances 
were greatly reduced in the late 1940's (see 
column 2 of Table 3), the number of appli- 
cants was rather quickly adjusted so as to 
return to what is apparently regarded as a 
sporting basis. The fact that, according to 
column 16 of Table 4, between 36 and 48 
per cent of all applicants who were rejected 
on their first attempt did not make a second 
one is further though indirect evidence that, 
generally speaking, there must be at least a 
minimum chance for successful application. 
Moreover, since, with the chances being 
what they are, many applicants do not re- 
apply after a first rejection, then by the 
same token, with greatly reduced chances 
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for acceptance on the first application, many 
individuals might not feel it worth while to 
make even the initial attempt. This is ap- 
parently what happened in the early 1950's. 


SURVIVAL RATIOS FOR MALE 
MEDICAL STUDENTS 


Returning now to Table 3 we may note 
that it shows the survival ratios among male 
students who are interested in preparing for 
medicine, making use of four different 
stages of progress: application for admission, 
acceptance for instruction, entrance upon 
freshman work, and graduation with the 
M.D. degree. Column 3, which shows the 
percentage that freshmen were of accept- 
ances, reveals in more exact terms the gen- 
eral fact already noted in Table 1 that dur- 
ing the depression years there were greater 
excesses of acceptances over freshmen than 
there were earlier or later and that during 
the period of the veteran bulge the excesses 


_ were unusually small. Column 4 of Table 3 


indicates a substantial increase since the 
earlier years in the survival of freshmen to 
graduation. Both columns 3 and 4, however, 
show that in recent years the percentages 
which they present have become rather 
highly stabilized. 

The last three columns of Table 3 present 
simply combinations of two or all of the 
ratios shown in the earlier columns. Column 
7 is of special interest, however, in view of 
the role which the capacity of the medical 
colleges has already been noted to play in 
determining the number of applicants. The 
ratios in this column are better than those 
in column 2 as indicators of this capacity, 
since the latter do not reflect the differential 
shrinkages from acceptance to entrance 
which the medical colleges apparently ex- 
pected and which actually occurred at dif- 
ferent times, as already noted. Column 7 
shows not only the effects of the veteran 
bulge but also the resulting movement away 
from the large excess of applicants back to a 
more normal situation. Outside of this peri- 
od and of the first two years of data, the col- 
umn represents a strong tendency for the 
ratio of freshmen to applicants to vary with- 
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in only rather narrow limits, namely, be- 
tween about 47 and 54 per cent, with a trend 
toward a figure slightly above rather than 
below 50 per cent in recent years. These 
statistics mean that the applicants have run 
from 1.85 to 2.13 times the freshmen, with a 
recent trend toward a factor of 2 or slightly 
less. 

Since, according to column 2 of Table 3, 
the ratio of acceptances to applicants re- 
cently has also been rather stable, the num- 
ber of applicants appears to be related to the 
number of acceptances as well as to the 
number of freshmen. Thus, all four of the 
variables for men, namely, applicants, ac- 
ceptances, freshmen, and graduates, now 
seem to be closely interrelated, so that if any 
one of them can be projected into the future, 
the resulting data could be used for projec- 
tions of all of the others. 


RATIOS OF MALE TO TOTAL STUDENTS 

The observation just made, however, re- 
lates to data for male students only, and it 
is desirable to make projections which in- 
clude both sexes, even though the women 
constitute only a small proportion of the 
total. The data needed to relate male to 
total students are presented in Table 5, col- 
umns 2 through 5 indicating the propor- 
tions which the men constituted of the total 
of men and women combined in each of the 
four categories. The data for graduates 
again relate not to the given year but to the 
fourth later year. Since data on freshmen for 
men and women separately are not avail- 
able, each percentage in column 4 was esti- 
mated from those in columns 2, 3, and 5 for 
the same year. The resulting estimates were 
then applied to column 11 of Table 1 to 
obtain the data in column 7 of that same 
table. 

If the effects of World War II are ignored, 
each of the columns 2 through 5 of Table 5 
reflects a remarkable constancy, although in 
general all of them reveal a slightly lower 
level during the last few years than in the 
earlier ones. The difference over about a 
25-year period, however, is one of only 1 to 
2 per cent, and none of the columns shows a 
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tendency toward a decrease during recent 
years. These facts suggest the possibility of 
estimating the total numbers (men and 
women combined) to be expected in future 
years in each of the categories from a pro- 
jection of the corresponding data for men 
only. This procedure was used in deriving 
certain of the data in Table 6. 


THE METHOD OF PROJECTION 


Since the number of graduates of our 
medical colleges represents the end-point in 


TABLE 5 
PERCENTAGES WHICH MEN MEDICAL COLLEGE APPLICANTS, Ac- 
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their production, this measure is probably 
the most stable index of their capacity. 
Moreover, as already noted, differential 
shrinkages in acceptances have been as- 
sumed and actually have occurred at various 
times in the past, and the rate of survival of 
students between entrance as freshmen and 
graduation as M.D.’s has also undergone 
changes. For these reasons the number of 
graduates of the medical colleges was used 
as a measure of the capacity of these insti- 
tutions, and this variable was the first to be 


CEPTANCES, FRESHMEN, AND GRADUATES WERE OF THE TOTAL 
FOR MEN AND WOMEN COMBINED; 1924-25 To 1958-59 


PERCENTAGE MEN WERE OF TOTAL (MEN AND 


WOMEN COMBINED) FOR: 


YEAR Applicants Acceptances Freshmen* Graduates ft 
1 2 3 4 5 
1924-25 95.1 95.14 
1925-26 95.2 95.19 
1926-27 95.85 95.7 95 .53 
1927-28 95 .88 95.7 95.42 
1928-29 95 .73 95.8 95.79 
1929-30 96.48 95.52 95.5 95 .63 
1930-31 95.7 95.81 
1931-32 95.8 95.94 
1932-33 95.11 95.2 95.25 
1933-34 95.82 95 83 95.8 95.57 
1934-35 95.02 94.82 95.0 95.44 
1935-36 94.59 94.51 94.7 94.89 
1936-37 94.59 94.23 94.4 95.04 
1937-38 94.68 94.68 94.7 94.69 
1938-39 94.71 94.83 94.7 94.60 
1939-40 94.64 94.83 95.0 95.39 
1940-41 95.06 95.21 95.0 90.44 
1941-42 94.67 95.24 95.6 97.46 
1942-43 94.23 94.57 94.8 95.85 
1943-44 94.5 94.65 
1944-45 92.8 92.93 
1945-46 90.0 87.99 
1946-47 90.0 89.29 
1947-48 94.42 93 .40 93.4 92.37 
1948-49 94.22 94.21 94.2 94.23 
1949-50 94.31 94.41 94.4 94.56 
1950-51 94.47 94.69 94.7 94.75 
1951-52 94.43 94.49 94.6 95 .06 
1952-53 93.91 94.30 94.5 95 .03 
1953-54 93 .38 93 .81 94.1 95.14 
1954-55 93 .82 93 .96 94.2 94.83 
1955-56 93.29 93 .68 94.0 95 .00 
1956-57 93.21 93.21 93 .6 95.01 
1957-58 93 .73 94.13 94.3 95 .00 
1958-59 93.82 94.14 94.4 95.01 


* Estimated; see text for method of derivation. 
+ These data relate to the fourth year later than the one shown in col- 


umn 1, 


4 
3 
4 
d 


*}X9} 94} 99S BBP asay} JO ay) JO 


S79 000 66¢ 008° 616‘T 
S79" 69¢ 00s OLZ‘ LL8‘T £L-ZL6l 
osz 000‘ OSL‘ 80L‘T 


szo‘ose 000 09E ZOB"T 
szo'zee OOS "Sse 
Osz‘90¢ OSL‘ 87BT 
SLZ‘9LZ 061 ‘SOFT 
007 ‘ Oz T 
SLL‘ 8ST O10‘ 
OFE SIZ T 
OSL*8SZ 
6 
“14 saoue dnoi3 spjo 
-yda00y -yddy Mp ‘speiy aseq 
XINO NAW 


90¢' 
8£6' LI 
SOs‘ 
LI 
107 ‘LT 
910‘LI 
787 ‘OT 
L60‘91 
Z16‘ST 
LL8‘ST 
9¢8‘ST 


™ 

SRSA 

WOW 


$3388 
N 
39588 


mn 
223 
- 


889° 


n 
ODO 


OO 


@ANIGNOD NANOM ANV NIW AOA VLVA AOATIOO 
+SL-FL6I OL 09-6561 ‘GANIGHOD NAWOM ANV NAW AOd ATALVUVdAS NAW AOA ‘SALVLS GALINQ AHL NI 
SAINTINS TWOIGT AO STOOHIS ANV SADATIOD TWOIGAW TIV NI SLNAGALS ONINAFIINOD AO 


9 ATAVL 


4 
4 
| 
La 
| 
Ze; 3 

by, 
| 
| 
| 
| 
| 
| 
| 
=X) 
« 

dg: 

| 
> 
333333 $5995 

| 
| 
| 
| 


Vot. 35, No. 3 


projected into the future. The other vari- 
ables were then projected on the basis of as- 
sumed relationships of freshmen to gradu- 
ates and of acceptances and applicants to 
freshmen. 

The projection of the number of medical 
college graduates, which dealt with men and 
women combined, involved application of 
the method of “‘least squares”’ to data on the 
total graduates of all such institutions in the 
United States (see column 12 of Table 1), 
during each year of the period 1924-25 
through 1963-64. The estimates for these 
years after 1958-59 were based on the fresh- 
man enrollments during the years 1956-57 
and 1957-58, the additions made in the fol- 
lowing year at the University of Illinois, 
University of Miami, and University of 
Wisconsin, and the admissions planned at 
the University of Kentucky in 1959-60 and 
1960-61. The least-squares method, then, 
provided the projection of the number of 
graduates during each year from 1964-65 
through 1977-78, which data are presented 
in column 12 of Table 6, along with those for 
the earlier future years. These data, which 
relate not to the year shown in column 1 but 
to the fourth later year, represent an in- 
crease of approximately 87 graduates per 
year during the last 13 years used. This 
number, of course, was the average annual 
increase during the 40-year period to which 
the method of least squares was applied. 

According to the data in column 5 of 
Table 5, the men graduates during the past 
six years averaged 95.0 per cent of the total 
graduates. The application of this percent- 
age to the data in column 12 of Table 6 
yielded the number of men graduates pre- 
sented in column 8 of the latter table. 

After an examination of the data in col- 
umns 4, 3 and 7 of Table 3, it was decided 
to use the average percentage for the last six 
years in each case as a basis for the projec- 
tions in columns 7, 6 and 5, respectively, of 
Table 6. By the reciprocals of these aver- 
ages, the freshman men were assumed in the 
future to constitute 108.5 per cent of the 
men graduates (who are shown in column 8 
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of Table 6), and the men acceptances and 
applicants were assumed to constitute 102.8 
per cent and 192.1 per cent, respectively, of 
the resulting numbers of freshman men. The 
application of these proportions yielded the 
data in columns 7, 6 and 5 of Table 6, re- 
spectively. 

Finally, after examining the data in col- 
umns 4, 3, and 2 of Table 5, it was decided 
to use the average percentage for the last six 
years in each case as the basis for the pro- 
jections in columns 11, 10, and 9, respective- 
ly, of Table 6. According to these averages 
the freshman men were assumed in the fu- 
ture to constitute 94.1 per cent of the total 
(men and women combined) freshmen, and 
the men acceptances and applicants were 
assumed to constitute 93.8 and 93.5 per cent 
of the totals for both sexes in these two cate- 
gories, respectively. The application of the 
reciprocals of these proportions yielded the 
projections just referred to in Table 6. 

The future numbers of 21-year-old men 
shown in column 2 of Table 6 were calcu- 
lated by starting with the data on (a) the 
number at each age according to the 1950 
Census and (d) the corrected number of 
births in each year, for the ages and years 
involved, “aging” each group to the 21st 
year, and allowing for estimated changes 
due to migration up to that time. The future 
numbers of first-level degrees for men in 
column 3 of Table 6 were projected on the 
basis of past data concerning the relation- 
ship of degrees granted to the number of 
21-year-olds, allowing for the trends in the 
veteran enrollments in each of the four 
undergraduate classes as shown by data for 
all higher institutions in Illinois during re- 
cent years through 1958-59. The method of 
deriving data on the applicant base group as 
presented in column 4 has already been ex- 
plained. 

It may now be noted that Table 6 repre- 
sents a projection into the future of all the 
data in Table 1. Thus, every column in the 
former table bears exactly the same caption 
as the column with the corresponding num- 
ber in the latter table. 
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THE PROJECTED SUPPLY OF 
MEDICAL STUDENTS 


Before examining Table 6 it should be 
noted that no projection which provides 
year-by-year data can indicate their annual 
fluctuations. A projection assumes regular 
progress along an assumed trend line which 
is based on past data, even though the actu- 
al situation in individual years was some- 


TABLE 7 
THE PERCENTAGE WHICH MEN MEDICAL COLLEGE APPLICANTS, ACCEPTANCES, 
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who enter in 1974-75. This number will rep- 
resent the survivors from 9,469 freshmen, 
who in turn will come from a total of 9,764 
acceptances out of a total of 18,306 appli- 
cants (columns 11, 10, and 9, respectively). 
Column 9 reveals that the number of appli- 
cants is expected to increase gradually to the 
latter figure from a total of 15,836 in 1959- 
60. The actual number for any one year dur- 


FRESHMEN, AND GRADUATES DURING THE YEARS 1959-60 TO 1974-75 ARE Ex- 
PECTED TO BE OF THE MALE APPLICANT BASE GROUP; ALSO THE EXPECTED 
NUMBER OF TOTAL (MEN PLUS WOMEN) GRADUATES PER 1,000,000 TOTAL 


U.S. POPULATION (DERIVED FROM BASIC DATA IN TABLE 6) 


NuMBER OF 
GRADUATES 


PERCENTAGE FOR PER 1,000,000 
YEAR Applicants Acceptances Freshmen Graduates* POPULATION * 
1 2 3 4 5 6 
1959-60 5.72 3.06 2.98 2.75 39.57 
1960-61 5.68 3.04 2.96 2.73 38.9F 
1961-62 5.86 3.14 3.05 2.81 38.4 
1962-63 5.86 3.14 3.05 2.81 ae 
1963-64 5.76 3.08 3.00 2.76 37.9 
1964-65 5.57 2.98 2.90 2.67 37.67 
1965-66 5.68 3.04 2.96 2.73 36.5t 
1966-67 5.65 3.02 2.94 2.71 37.2 
1967-68 5.20 2.78 2.70 2.49 36.8t 
1968-69 4.84 2.59 2.52 2.32 36.5t 
1969-70 4.56 2.44 2.37 2.19 36.27 
1970-71 4.61 2.47 2.40 2.21 35.9t 
1971-72 4.75 2.54 2.47 2.28 35.6 
1972-73 4.54 2.43 2.36 2.18 35.3t 
1973-74 4.35 2.33 2.26 2.09 34.9f 
1974-75 4.29 2.29 2.23 2.06 34.67 


* These data relate to the fourth year later than the one shown in column 1. 
+ Based on population data which are interpolations of projections for 1960, 1965, 


1970, 1975, and 1980. 


what above or below that line. That these 
past variations will continue in the future is 
certain, but they cannot be anticipated. 
These departures from the projections, how- 
ever, do not necessarily invalidate them, be- 
cause basically they indicate only the pro- 
spective general trend, which may be fol- 
lowed just as faithfully in the future as it 
has been in the past. 

According to column 12 of Table 6 the 
medical colleges of the United States under 
present prospects are expected to graduate 
a total of 8,644 M.D.’s from the freshmen 


i 


ing this period, of course, may vary consid- 
erably from the projection shown in the 
Table even though the indicated general 
trend is followed. This statement applies 
also to the other columns in the Table, al- 
though the variations in these cases are like- 
ly to be considerably smaller than those for 
applicants. 

Certain of the data in Table 6 were used 
in preparing Table 7, which represents an 
extension of Table 2 into the future, the last 
two tables having identical column captions. 
Columns 2 through 5 of Table 7 reveal in 
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general that the declines in the ratios which 
began in the middle 1950’s according to the 
earlier table (2) may be expected to con- 
tinue in the future, though with some fluc- 
tuations. In view of the method of projec- 
tion used, all four columns, of course, reveal 
the same trend. The low point in 1960-61 is 
expected to be followed by a small rise, after 
which a further decline is in prospect, 
broken by small temporary increases in 
1965-66 and in 1970-71 and 1971-72. The 
percentage which the men applicants will 
represent of the applicant base group, for 
example, is expected to decline from 5.72 per 
cent in 1959-60 to 4.29 per cent in 1974-75, 
while the proportion for graduates will drop 
from 2.75 per cent to 2.06 per cent during 
the same period. 

Column 6 of Table 7 reveals a reduction 
also in the number of medical college gradu- 
ates expected per one million total popula- 
tion. This decline, which began during the 
last two years shown in Table 2 (column 6), 
is expected to continue until the end of the 
period covered, except for small rises during 
two of these years. Even the ratio for the last 
future year, however, is only slightly below 
that for the first year included in Table 2. 
Nevertheless, these data portend some re- 
duction below present levels, in the ratio of 
the supply of physicians which is provided 
by American colleges of medicine, to the 
total population. Such a decline would mean 
a lowering of the nation’s future physician- 
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population ratio unless the deficiency were 
made up from other sources. 


AN ALTERNATIVE METHOD OF PROJECTION 


In conclusion it may be noted that a pro- 

ction of applicants could be attempted by 
assuming, on the basis of past trends, a more 
and more gradually declining curve for the 
percentage that applicants will constitute 
each year of the applicant base group. (See 
the curve for applicants in Chart 1.) The 
number of applicants then would be regard- 
ed as simply a function of this base group, 
and as being, in effect, independent of the 
capacity of our medical colleges. The result- 
ing projected percentages (applicants/base 
group), however, would be much higher 
than those shown in Table 7, and they 
would represent a much smoother curve 
(with only a continuous decline) than is im- 
plied in the description already given of the 
latter projection. Thus the numbers of ap- 
plicants projected on the basis of the base 
group would be much larger than those 
shown in Table 6. In view of the data pre- 
sented in this report, however, it is probably 
not sound to assume that the number of ap- 
plicants will be independent of the nation’s 
expected capacity for undergraduate medi- 
cal education, and, in light of all of the evi- 
dence, the projection of applicants shown in 
Table 6 appears to be the more defensible 
one. 
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This will be the 8th annual report of the Na- 
tional Intern Matching Program. Some, but 
not all, of the basic data that have charac- 
terized previous reports are being continued. 
Some data that have not been published for 
several years are being brought up to date, 
and other data are being included for the 
first time. The data that may be missed are 
those which have shown the distribution of 
matched internships according to nature of 
hospital affiliation, amount of stipend, and 
number of interns sought and matched. A 
review of last year’s report (Tables 5 
through 16) (2) will reveal that these data 
were handled in such a way as to show the 
changes that had occurred between 1953 and 
1958. It is now planned to repeat the presen- 
tation of these tables only as further changes 
may justify—perhaps once every 2 or 3 
years. 

Table 1 reviews the numbers and percent- 
ages of U.S. graduates and approved hospi- 
tals and internship programs participating 
in NIMP since its first report in 1952. While 
the initial participations were all over 90 per 
cent, it was not until 1955 that the present 
high levels were reached. The percentage of 
participation of U.S. graduates is lower than 
that for hospitals and programs for a variety 
of reasons. A few students deliberately stay 
out of the program, some to take an intern- 
ship in a hospital awaiting approval and 
therefore one that is not yet eligible for par- 
ticipation. A very few do not take an intern- 
ship or defer internship because they go di- 
rectly into research or graduate study. The 
principal reason for nonparticipation is a de- 
cision to intern in a nonparticipating hospi- 
tal. This situation applies particularly to 
Tennessee, where the University of Tennes- 
see graduates about three-quarters of its 
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seniors at times of the year that do not fit 
into the NIMP timetable. Thus, those hos- 
pitals, most of them in Tennessee, that wish 
to accept students who graduate at odd 
times, find it necessary not to participate. 
Table 2 continues the tabulation of gen- 
eral data that have characterized previous 
reports. As predicted in last year’s report 
(2), owing to the decision of NIMP to re- 
quire Educational Council for Foreign Med- 
ical Graduates screening, there was a sharp 
drop in foreign graduate participants (376 to 
4). Because of this, a considerable drop in 
the number of graduates going unmatched 
was also predicted. Table 2 shows that this 
proved to be the case. Beginning with the 
1960-61 program, the number of foreign 
participants will again increase, and, as a 
consequence, because of ECFMG screening, 
it is predicted that the percentage of foreign 
graduates matched will show a very sub- 
stantial increase over previous years. 
Tables 3 and 4 show the type, number, 
and percentage of internships offered and 
filled through NIMP for 1952, 1954, and 
1959. The number of rotating general intern- 
ships offered has increased, but the number 
and per cent matched have dropped. The 
number of straight internships offered and 
the number matched have increased, and as 
a consequence the per cent matched has 
shown a sharp increase—59 to 75 per cent. 
The category “other internships” includes 
miscellaneous types of mixed internships 
with varying kinds of emphasis. Conse- 
quently, they cannot be classified as either 
rotating or straight and must be dealt with 
separately. These kinds of programs and in- 
ternships are falling off in number but have 
shown a slight gain as far as their per cent of 
matches is concerned. The recent drop in the 
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TABLE 1 
THE NUMBER AND PERCENTAGE PARTICIPATION OF U.S. GRADUATES AND 
APPROVED HOSPITALS AND PROGRAMS, 1952-1959 


1952 1953 1954 1955 1956 1957 1958 1959 

Total U.S. graduates participating 5617 5947 6258 6533 6430 6498 6576 6562 

Total U.S. graduates 6153 6418 6672 6870 6719 6689 6862 6850 
Per cent U.S. graduates participat- - 

ing in NIMP 91.3 92.7 93.8 95.1 95.7 7 95.8 95.8 


Hospitals participating in NIMP 808 820 814 821 819 818 
Total approved hospitals 833 836 826 834 . 835 834 
Per cent hospitals participating in 

NIMP 98.1 98.5 98.4 98.1 98.1 


Total intern programs offered 1032 1056 1063 1062 1069 
Total approved intern programs 1048 1068 1076 1078 1085 
Per cent programs participating in 

NIMP 98.5 98.9 98.8 98.5 98.5 


TABLE 2 
GENERAL RESULTS, 1952-1959 


Hospitals Intern Total Total Number Students Students 

partici- programs positions positions Per cent unfilled partici- un 
Year pating offered offered filled filled positions pating matched 
1952 795 1068 10414 5564 53 4850 5681 117 
1953 808 1102 10971 5744 52 5227 6033 289 
1954 820 1032 10729 6051 56 4678 6412 361 
1955 814 1056 11075 6379 58 4696 6713 334 
1956 821 1063 11459 6588 57 4871 6821 233 
1957 822 1052 11804 6539 55 5265 6923 384 
1958 819 1062 11958 . 6734 56* 5224 71317 397 
1959 818 1069 12250 6478 53 5772 6729 251 


* Incorrectly carried in the Seventh Annual Report as 52 per cent. 
t Incorrectly carried in the Seventh Annual Report as 7031. 


TABLE 3 
TYPES AND NUMBER OF INTERNSHIPS OFFERED AND FILLED 
THROUGH NIMP SINCE 1952 


ROTATING GENERAL 
INTERNSHIPS STRAIGHT INTERNSHIPS OTHER INTERNSHL?S ALL INTERNSHIPS 
1952 1954 1959 1952 1954 1959 1952 1954 1959 1952 1954 1959 
PROGRAMS: #1 43 #8 41 43 ” al #3 #1 #3 #8 
Number offered 8596 869343 10453 1098 1025 1398 720 =H d 10414 10729 12250 
Number matched 4479 5092 5141 656 728 1060 429 231 6051 6478 
Per cent Matched 52.1 54.5 49.2 59 7 71 #6758 59 6 64 56.4 52.9 


TABLE 4 


THE TYPE AND NUMBER OF STRAIGHT INTERNSHIPS OFFERED AND FILLED 
THROUGH NIMP SINCE 1952 


MEDICINE SURGERY PEDIATRICS Os.-Gyn. PATHOLOGY 
1952 1954 1959 1954 1959 1952 1954 1959 1952 1954 1952 1954 1959 
ProGrams: #1 #3 #8 #3 #1 #3 48 43 41 43 48 
Number 
offered 503 546 674 35 425 
Number 
matched 359 434 586 310 
Per cent 
matched 71.4 79.5 86.9 72.9 
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per cent matched for all internships is a re- 
flection of the fact that the number of in- 
ternships being offered is proportionately 
growing faster than the number of available 
graduates. Of the straight internships, ex- 
cept for those in obstetrics and gynecology, 
there has been a slight increase in number 
and also an increase in the per cent matched. 
For each of the 3 years noted in Table 3, the 
total number of straight internships offered 


TABLE 5 
APPLICATION PER STUDENT 

No. No. per 
Year No. students applications student 
1952 5681 21728 3.8 
1953 6033 19416 3.2 
1954 6412 21579 3.4 
1955 6713 25617 3.8 
1956 6821 29474 4.3 
1957 6923 30434 4.4 
1958 7131* 32090 4.5t 
1959 6729 29416 4.4 


* Incorrectly carried in the Seventh Annual Re- 
port as 7031. 


T Incorrectly carried in the Seventh Annual Re- 
port as 4.6. 
TABLE 6 


PERCENTAGE OF STUDENTS MATCHED 
BY ORDER OF CHOICE 


Per cent 

Per cent Per cent Per cent fourth 

first second third choice 

Year choice choice choice or lower 
1952 84 10 3 3 
1953 85 10 3 2 
1954 82 11 4 3 
1955 76 14 5 5 
1956 74 15 6 5 
1957 76 13 6 § 
1958 74 14 6 6 
1959 77 12 5 6 


as a proportion of all internships offered has 
retained approximately the same relative 
position—10.5, 9.5 and 11.4 per cent, respec- 
tively.' However, out of the total number of 
all internships matched, the share falling to 
the straight internship has shown a modest 
increase—11.7, 12.0, and 16.3 per cent, re- 
spectively. 

Tables 5, 6, and 7 show the continued lev- 
eling off of the number of internship applica- 


1 These calculations are made from but are not 
shown in Table 3. 


Marcu 1960 


tions per student, the percentage of students 

matched by order of choice, and the hospi- 
tals’ ranking of students with whom they 
were matched. In past reports it has been 
assumed that the downward trend (1952 to 
1958, particularly) in the percentage of stu- 
dents being matched for first choice was an 
indication that students were adding, as first 
choice, institutions in which they felt their 
chances for acceptance were open to ques- 
tion, but also in which they would like to 
intern if they possibly could. Students can 
feel free to make such “tries,” because in 
such instances they are not hurting their 
chances for their second- and third-choice 
hospitals—hospitals which otherwise they 
would list in first and second places. 

Table 8 reports a more definite analysis of 
what happens to students who make few 
choices compared with those who make 
many. Students who make fewer applica- 
tions tend to be matched with hospitals that 
fall the shortest of filling their quotas. As the 
number of applications increase, the chance 
of being matched with a hospital that fills or 
comes close to filling its quota is increased. 

While last year’s report (2) dealt in detail 
with the background, history, mechanics, 
and timetable of the NIMP, it did not indi- 
cate the manner in which compliance with 
the Program’s agreements was administered. 
After 8 years’ experience, a discussion of this 
aspect of the Matching Program is indi- 
cated. 

In the first place, it must be remembered 
that, for both hospitals and graduates, the 
decision to join the program is voluntary. A 
hospital or student, once this decision has 
been made, applies for, signs, and returns 
the appropriate agreement. The Board of 
Directors of NIMP? establishes the terms of 
these agreements, must authorize any 
changes therein, must decide questions rela- 
tive to their interpretation, and, finally, 

2 The Board of Directors consists of three repre- 
sentatives each from the American Medica] Associa- 
tion and the Association of American Medical Col- 
leges, two from the American Hospital Association, 
one each from the Catholic and Protestant Hospital 
Associations, one from the Student American Medi- 


cal Association and another student representing the 
national medical student body at large. 
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must approve any action taken in connec- 
tion with their infraction. 

The hospital and student agreements for 
the 1960-61 program are reproduced below: 


HOSPITAL AGREEMENT 


On behalf of the hospital named above, I 
agree to abide by the regulations of the National 
Intern Matching Program for appointment of 
interns for first year internships for 1960-1961 
(starting service from April 1 through Decem- 
ber 31, 1960.) 

In particular, it is understood that this hos- 
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3. Make or require no commitments or con- 
tracts with United States or Canadian appli- 
cants prior to the notification of the selections 
made through the matching program. 


4. Abide by the official schedule including 
accepting no applications from participants in 
the matching plan after January 25, 1960; rat- 
ing applicants and returning rating form by Jan- 
uary 30, 1960, offering formal appointment 
promptly to individuals matched by the plan 
with this hospital, and no later than March 31, 
1960. 


5. Not accept an intern who was matched 


TABLE 7 
THIOSPITALS’ RANKING OF STUDENTS WITH WHOM THEY WERE MATCHED 


Per cent 
matched 
from Rank from Rank 
Year Group I* Group II 


Per cent 

matched 
from Rank Per cent 
Group III other 


Per cent 
matched 


1956 24 
1957 
1958 
1959 


*Ifh 
11-20 Rank Group II, etc. 


11 4 
7 3 
8 3 
8 2 


ital quota is 10, first ten men on list form Rank Group I, numbers 


TABLE 8 


COMPARISON OF THE NUMBER OF APPLICATIONS MADE WITH THE PERCENTAGE OF POSITIONS 
FILLED IN THE HOSPITALS WHERE APPLICANTS WERE MATCHED 


Number of applications made: 2 


Number of graduates 
making corresponding 
number of applications 885 875 

Percentage of intern posi- 
tions filled where appli- 


cants were matched 73 73 


1,219 


9 and 
4 5 6 7 


1,075 766 


72 75 77 79 ot 


* The percentages of intern positions filled in the hospitals involved were computed by dividing the 
total intern positions filled by the number of positions offered. 


pital is agreeing to: 

1. Offer internship appointment to all appli- 
cants matched with this hospital by the match- 
ing program, the matched students being the 
highest ranked students on this hospital’s con- 
fidential ranking form who wish to intern here 
more than at any other hospital available to 
them. 

2. Restrict internship appointment for 
United States and Canadian applicants to par- 
ticipants designated for this hospital through 
the matching program until after notification of 
the selections made through the matching pro- 
gram. 


elsewhere and subsequently not released.* 

6. Pay a service fee of $4.00 for each intern 
matched through the plan. 

We understand further that although we 
may freely discuss any matter we choose with 
the student, no participating hospital has the 
right, under the plan, to demand or to require 
that the student state how he will rank this hos- 
pital on his confidential rating blank. We also 
understand that the student has no right to re- 
quest or to demand that this hospital inform 
him how it plans to rate him. 


* This condition was made a part of the agree- 
ment beginning with the Eighth Matching Program. 


Total 
100 
; 100 
100 
100 
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Furthermore, any statement or other expres- 
sion concerning how this hospital intends to 
rank an applicant or how that applicant intends 
to rank this hospital, which may be made during 
the free discussion between the hospital and the 
student, is subject to change based on further 
considerations. We understand that we, as well 
as the student, have the right to change our 
minds at any time prior to the submission of the 
official confidential rating blanks. 

The confidential rating blank submitted by 
this hospital and confirmed, is to be the sole 
determinant of the order of our preference 
among our applicants. 


STUDENT AGREEMENT 


I agree to participate in and abide by the 
results of the matching plan for internship ap- 
pointment. In particular, I understand that I 
am agreeing: 

1. To apply for internship appointment only 
to hospitals and the federal services registered 
in the matching plan until after the matching 
plan results are announced. I understand that 
an official directory listing the cooperating hos- 
pitals and federal services will be available in 
October, 1959. 

2. To accept appointment to the hospital or 
federal service with which I am officially 
matched, that hospital being the highest one on 
my preference list having a place available for 
me. I understand that I cannot avoid accepting 
an internship to which I have been matched 
without a written release from the hospital con- 
cerned—also, that another hospital that is a 
member of NIMP cannot accept me as an intern 
unless I have this release.‘ 

3. To abide by the official schedule, includ- 
ing ranking the internships for which I have ap- 
plied and returning my confidential ranking 
form before February 1, 1960. 

4. To send herewith a non-refundable fee of 
$2.00 to help cover the costs of participation in 
the matching plan. 

It is my understanding that I am free, under 
the matching plan, to make personal contacts 
with any participating hospital in which I am 
interested and to apply to as many of these hos- 
pitals as I wish and to rank them according to 
my judgment. 

I understand further that, although I may 
freely discuss any matter I choose with the hos- 
pital, no participating hospital has the right, 

* This sentence was made a part of the agreement 
beginning with the Eighth Matching Program. 
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under the matching plan, to demand or to re- 
quire that I state how I shall rank that hospital 
on my confidential rating blank. I understand 
also that I have no right to request or to demand 
that that hospital inform me how it plans to rate 
me. 

Furthermore, any statement or other expres- 
sion concerning how I intend to rank a hospital 
or how that hospital intends to rank me, which 
may be made during the free discussion between 
the hospital and myself, is subject to change 
based on further considerations. I understand 
that both the hospital and I have the right to 
change our minds at any time prior to the sub- 
mission of the official confidential rating blanks. 

My confirmed confidential rating blank, giv- 
ing my order of preference, is to be the sole de- 
terminant of the order of my preference among 
the internships for which I have applied. 

I understand that resignation from the 
Matching Program can be made only with the 
approval of my dean, and that no resignations 
can be accepted after November 14, 1959. 

I agree to conduct myself in conformity with 
the high ethical standards expected of members 
of the medical profession. 


Withdrawal from the program is optional 
for both hospitals and students, provided 
the timing and manner of withdrawal com- 
ply with the timetable and provisions of the 
signed agreements. In the case of student 
withdrawal, the concurrence of the respec- 
tive dean is required. Within 2 weeks after 
the matching results have been announced, 
students and hospitals should recognize 
their matchings by formal contract. The 
NIMP agreements with both student and 
hospital can be considered satisfied as soon 
as the intern begins service. These proce- 
dures tie in with the following statement 
which appears in Essentials of an Approved 
Internship of the Council on Medical Educa- 
tion and Hospitals of the American Medical 
Association: 


Hospital-Intern Agreement.—A _ formal 
agreement in which mutual obligations are de- 
fined should be entered into between the hos- 
pital and the applicant at the time of his ap- 
pointment. This agreement must be honorably 
fulfilled by both parties and should be termi- 
nated only by mutual consent. A breach of the 
agreement by either a hospital or an intern is 
not condoned by the Council. Whenever com- 
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plaint of such a breach is made, it is the policy 
of the Council to ask each of the parties involved 
to submit an explanatory statement. Such state- 
ments become a part of the physician’s and the 
hospital’s record and are made available on re- 
quest to authorized agencies. 


The few questions of irregularity that do 
occur, unless resolved early in their develop- 
ment, can become complicated and difficult. 
Therefore, once a hospital, student, or dean 
is aware of a question that can lead to pos- 
sible infraction, experience has shown that 
the quicker such is made known to the 
NIMP office, the better. Most such situa- 
tions are the result of failure to read the 
NIMP agreements carefully, lack of under- 
standing, or inadequate communication. 
The NIMP office, communicating with the 
appropriate deans, students, and hospitals, 
has usually been able to assist with the 
resolution of these questions to the satisfac- 
tion of all concerned. Of course, reports of 
irregularity that are not supported by a 
statement of the pertinent facts and a will- 
ingness to be quoted do not lend themselves 
to investigation. 

Any cases that go to the point of probable 
infraction are reviewed "7 the Executive 
Committee of the Board of Directors and 
later by the Board itself. In case of estab- 
lished infraction on the part of a hospital, 
the Board can determine that copies of the 
pertinent correspondence be filed with the 
Council on Medical Education and Hospi- 
tals of the AMA. Tf the infraction involves a 
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student, the Board can determine that cop- 
ies of the pertinent correspondence be filed 
with the Biographical Records Section of the 
AMA. The most common questions of in- 
fraction center around the acceptance of a 
student, without release, by a hospital other 
than the one to which he or she has been 
matched. Such instances involve the accept- 
ing hospitals as well as the students. As a 
consequence, when the correspondence per- 
tinent to a proved case of such infraction is 
filed with the AMA, the names of both the 
hospital and the student will appear. 
Fortunately, instances of the need for any 
such action have been very rare. In fact, 
considering the thousands of individuals 
who are involved in the entire NIMP enter- 
prise—hospital administrators and staffs, 
students, deans, and faculty advisors—the 
incidence of any kind of difficulty is small 
indeed. Cooperation upon all sides has been 
the rule. This shows the principal force that 
is responsible for the smooth operation of 
NIMP is the spirit of fair play that origi- 
nally made the program possible and that 
has since prevailed. 
REFERENCES 
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Oedipus, Cain and Abel, and the Geographic 
Full-Time System 


MAURICE LEVINE, M.D.* 
Department of Psychiatry, College of Medicine, University of Cincinnati, Cincinnati, Ohio 


Many psychiatrists today are convinced 
that the modern study of psychiatric pa- 
tients has led not only to a workable under- 
standing of neurotic and psychotic prob- 
lems but also to a more general understand- 
ing of human behavior. Two points in sup- 
port of this thesis can be mentioned. One is 
that patients are not members of a separate 
species but rather are slightly variant ex- 
amples of human beings. And, second, pa- 
tients are those men and women and chil- 
dren who, because of their hope of a cure or 
a lessening of their distress, are more willing 
than others to reveal the truths of their 
secret lives and the essence of their human- 
ity. Hence, the intensive and extensive stud- 
ies of patients have led to a greater under- 
standing of men and women in general. 

From this it could follow that our under- 
standing of patients as persons provides a 
greater understanding of those men and 
women who are medical students, interns, 
residents, and faculty members. The find- 
ings of psychiatry, then, may suggest some 
additional points of understanding of medi- 
cal students and faculty members, and of the 
agencies and patterns which they create and 
use; or, put in the form of a question, we 
shall ask, in this essay, whether present-day 
psychiatry has something to contribute to 
our thinking about medical education and 
about the policies of departments in a medi- 
cal school. 

The title of the essay has three parts, ap- 
parently unrelated. The first item of the 
title indicates that the essay will refer to the 
set of feelings and impulses named in psy- 
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chiatry after Oedipus Rex, and will refer to 
the impulses, usually unconscious, of associ- 
ate professors, assistant professors, and in- 
structors, to murder the professor, the direc- 
tor of the department, as Oedipus murdered 
his father. The Oedipus complex, as the 
readers of this Journal know, has two com- 
ponents—the son’s wish to be rid of his 
father and the son’s wish to marry his 
mother. In medical school circles, the evi- 
dence is overwhelming that all, from instruc- 
tors to associate professors, consciously or 
unconsciously want to murder the father- 
director. If also they want to marry his wife, 
or his widow, we cannot be sure. Our evi- 
dence is incomplete. (And, of course, we must 
not mention that old devil sex in a medical 
essay.) 

The second part of the title refers to the 
Cain and Abel problem in our medical facul- 
ties, in which associate professors, assistant 
professors, and instructors want to murder 
their brother faculty members as Cain mur- 
dered his brother Abel. 

The third part of the title indicates that 
the essay will focus on thé geographic full- 
time system, which many of us believe is one 
of the most important and productive pat- 
terns of medical school organization and 
structure. It can be defined as the system 
under which medical faculty members give 
their primary interest, time, and energy to 
their academic appointments, are paid by 
the school, are permitted also to participate 
to a limited extent in private practice, but 
are not permitted to have offices for private 
practice outside the medical school or uni- 
versity hospital geographic center. 

The title, then, is an amalgam of medical 
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college organizations; the Bible story of 
Cain and Abel; the great Greek drama of 
Oedipus; and the psychiatric finding that, 
hidden in the most mature and intelligent 
men and women, the members of a medical 
school faculty, are impulses similar to the 
violent and primitive behavior portrayed in 
great dramas and historical documents. 

The Bible and Sophocles are included in 
the presentation. Inevitably, we now must 
include some poetry, or, rather, we now can 
refer to a comment attributed to the great 
American poet, Robert Frost. When he had 
reached a fairly mature age, Mr. Frost was 
asked whether he had come to some brief 
definition of “wisdom.” His response was 
that he had tried many times to devise some 
simple phrase that for him would come close 
to defining the essence of wisdom. His final 
version, he said, was a paraphrase of a com- 
ment of many others throughout the ages, 
that true wisdom was the ability to act, 
when it was necessary, on the basis of incom- 
plete information. 

His principle of true wisdom is of the 
highest value in the everyday practice of 
medicine. It means that, even though we try 
earnestly to have a good solid foundation of 
scientific and experimentally verifiable data 
for all of our medical procedures and meth- 
ods of treatment, we still not infrequently 
are faced with a situation in which our sci- 
entific information is incomplete, but in 
which we must act without hesitation and 
with a high degree of responsibility. In Mr. 
Frost’s terms, our actions at such times must 
_be based on incomplete information. In our 
teaching of the resident group we often em- 
phasize the point that the practice of medi- 
cine involves a delicate balance between 
high scientific standards, with an emphasis 
on experimental and verifiable data, on pre- 
dictability and accuracy, and the second 
fundamental requirement, the need for re- 
sponsible medical action even when all the 
scientific facts are not yet available. 

Similarly, in the field of ideas and prin- 
ciples, there must be two kinds of conclu- 
sions—one which is the result of research, of 
experimentation, and of statistical valida- 
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tion, and another kind which is incomplete 
but is probable and is worth using and 
trying. One must, in Mr. Frost’s terms, have 
the courage to go forward on the basis of 
ideas which are incomplete but are the best 
we have. 

Hence, this paper is presented as an es- 
say, in first-person terms. It is not a report 
of a well designed and statistically validated 
research, but rather a discussion of ideas 
which are the precipitate of some 30 years of 
work as a psychiatrist plus a large variety of 
more casual observations, from the psy- 
chiatrist’s point of view, of the patterns and 
persons in the field of medical education and 
administration. 

The thesis of the essay can be phrased in 
this fashion: that, for certain specific psy- 
chologic reasons which we will discuss in a 
moment, the geographic full-time system 
has tremendous advantages over the pure 
full-time system in the organization of medi- 
cal schools; and, further, that some specific 
ways of handling the geographic full-time 
system may add even more to its value. 

The fundamental psychologic factors to 
which I refer are the following. A depart- 
ment of a medical school usually has one 
man as the director of the department. He is 
in a position of fairly great authority and 
responsibility. Usually, in addition, there 
are a number of associate professors, assist- 
ant professors, and instructors. As their ca- 
reers develop, the instructors and the assist- 
ant and associate professors inevitably com- 
pete with each other, or at least want very 
strongly to compete with each other. In ad- 
dition, these members of the faculty often 
have competitive impulses toward the direc- 
tor as well; and some of these competitive 
impulses can be extreme. 

Surely we need no longer pretend that 
human relations are altogether sweetness 
and light and that all members of medical 
faculties are well-bred gentlemen. We know 
that for the most part their actual behavior 
is very acceptable indeed; but we know also 
that individuals of the greatest maturity and 
decency have a variety of unacceptable im- 
pulses, some conscious but most uncon- 
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scious. In the year 1960 it no longer is pos- 
sible to think of human beings as being 
either all nice or all bad. Such a concept is 
possible only if one adheres to the old- 
fashioned and primitive notion of “good 
guys and bad guys,” such as children must 
have in watching a Western program on tele- 
vision. One of the points of psychodynamic 
understanding is that all good guys, e.g., all 
members of the medical school faculty, have 
some bad-guy impulses. 

It is a commonplace observation that the 
director of a department by virtue of his au- 
thority arouses a series or a variety of emo- 
tional responses on the part of many other 
members of the department faculty. Some of 
the staff come to be deeply dependent on the 
director’s leadership and come to feel that 
their security is in good part based on their 
relationship with him as a fatherly person 
who will take care of them, foster their ca- 
reers, and shield them from criticism. 

In college departments one can observe a 
variety of relationships within the depart- 
ments, some healthy and some unhealthy; 
and in some departments one can see the 
effects of the authoritative role of the direc- 
tor on the rest of the group. In some faculty 
members, one can see an undue passivity 
and submissiveness, in some one can see an 
undue competition with the authority fig- 
ure, and in some one can see an undue com- 
petition with others for the favor of the one 
in authority. Moreover, all three of these re- 
actions may occur in one man. 

To make the point, we can use an analogy 
which may be more than an analogy. A small 
group in which one individual has a sharply 
structured and demarcated position of 
strength and leadership has a great similar- 
ity to a family group, a father and his chil- 
dren. Much of the emotional interplay char- 
acteristic of family life holds true also for 
other small groups. Many people respond in 
a group as they first learned to respond in 
childhood, in the family group. There is no 
doubt that the director of a department of- 
ten is regarded as a kind of father-figure by 
the other members of the faculty, and that 
toward him they have responses of obedi- 
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ence, submission, loyalty, passivity, rebel- 
lion, defiance, competition, and hostility, as 
they might, or did, have to a father-figure in 
a family. 

A medical school department head may 
have an authoritarian personality. If this be 
true, he will have some of the reactions di- 
rected toward him which go toward an au- 
thoritarian father in a family. Excessive de- 
pendence and excessive rebellion against au- 
thority often will occur in such a depart- 
ment. This is true, but, more important for 
the thesis of this paper, is the fact that in 
some departments the director is forced into 
the role of being an authoritarian person 
even though his personality may not be au- 
thoritarian in its fundamental structure. For 
example, if he is the head of a department in 
which the total income of the assistant pro- 
fessors is dependent on his leadership, if 
their promotion is largely dependent on his 
good will, if their careers are in good part de- 
pendent on the kind of letters of recommen- 
dation that he may write, he is in a position 
of very great authority indeed. Almost in- 
evitably he will have directed toward him 
very strong feelings of dependence and pas- 
sivity. 

If, then, a member of the faculty is not 
able to rest easily with being in such a de- 
pendent and passive position, he will tend to 
react against the situation and perhaps 
against his own impulses to be dependent. 
If he regards a dependent role with another 
man as being a blow to his masculinity he 
may develop pseudomasculine reactions, 
e.g., may have serious and aggressive quar- 
rels with the head of the department or in 
some other way emphasize his independence 
of the professor. In other instances he may 
not react directly to the head of the depart- 
ment but rather to the other members of the 
faculty. He may need to show the other as- 
sistant professors that he is not a passive 
person, when they make suggestions, but is 
very independent indeed. This can lead to 
aggressive differences of opinion with other 
members of the faculty group as a demon- 
stration of his superiority and strength in 
argument or in intellect, as a denial of the 
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dependent position, and of the wish to be 
dependent. 

This is the sort of pattern which occurs 
with some frequency in childhood, when a 
boy who is ashamed of his good-little-boy 
impulses to be dependent on his mother or 
father, tries then to be the bad-little-boy, 
arguing endlessly and defiantly with his 
parents, or getting into fights with neighbor 
boys in order to show how strong, how inde- 
pendent, and how manly he can be. 

The question of tenure of office is relevant 
at this point. The authority and power of 
the director of the department are lessened to 
some degree when the department members 
have university tenure. Under such circum- 
stances, the passivity and dependence on the 
director are somewhat less, and the subse- 
quent aggressive and hostile impulses may 
be lessened as well. Tenure of office gives the 
members of the department some feeling of 
security beyond their relationships with the 
director. Unfortunately, however, the 
growth of temporary grants, of soft money 
in the budget, and the like, has lessened the 
percentage of endowment money on which 
tenure of office must be based; and one must 
add, with emphasis, that even when there is 
tenure of office it often is not enough. The 
career of an instructor or assistant professor 
still is dependent to some degree upon the 
favor of the director, his recommendation 
for promotion, his letters of reference to 
others, and his division of available depart- 
ment funds. 

It seems clear to some of us that the 
geographic full-time system prevents many 
of the disastrous developments of passivity 
and aggressiveness in a medical school de- 
partment. When the department is struc- 
tured as it is in Cincinnati, in which “full- 
time” is defined as meaning that the mem- 
bers of the faculty of the Department of 
Psychiatry must give 25-30 hours per week 
to departmental activities and then may do 
private referral work in additional hours, 
one has avoided many of the problems out- 
lined in the preceding paragraphs. 

Under such an arrangement. the geo- 
graphic full-time man has a very deep-going 
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independence of the director of the depart- 
ment, in a real and adult sense. He starts 
with a moderate salary that is to a certain 
degree at the discretion of the director. If, 
however, he has tenure of office he is more 
independent of the director for this portion 
of his income. However, more to the point, 
he knows that the rest of his total income 
comes from his part-time private work. He 
knows that, if necessary, he could thumb his 
nose politely at the director of the depart- 
ment. He and his wife and children would 
not be victims of financial stringency if he 
had a disagreement with the director which 
would lead to his leaving the department. 
He would simply continue with his limited 
private practice, have enough income to be 
able to open an office, and then permit his 
practice to increase up to the size that he 
would want it, or have time enough and 
money enough to look around for another 
academic position. This is a self-respecting 
type of partial but secure independence in 
which he not only has an academic career 
but also has a large and valid degree of 
security based on his own independent earn- 
ings. 

In this variety of geographic full-time ar- 
rangement, when the man has a realistic 
degree of independence of the director, he is 
no longer, or not so deeply, tempted in the 
direction of having to behave like a child in 
a family with a father who is in a powerful 
position of authority. Consequently, the 
younger members of the faculty are much 
less tempted to develop attitudes of little- 
boy dependency on the head of the depart- 
ment as a child might develop a dependence 
on a father. Further, they would not be in a 
position of having as men to be dependent 
on another man, a situation which by many 
men is regarded as a blow to their mascu- 
linity. 

In some men such a dependent role un- 
consciously has certain feminine implica- 
tions. I now have accumulated a series, rele- 
vant to this issue, of 27 experiences with 
faculty men, some of them as patients and 
some not. I have heard the faculty men 
speak of directors of departments in terms 
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that indicated clearly that his authority is 
felt as a castrating and feminizing experi- 
ence. “He’s got me by the ” (five let- 
ter word), “He’s got me cornered,” “He 
can’t do this to me,” or “He can’t 
me” (four letter word), or ‘““He can’t cut me 
down,” are typical phrases, when the veneer 
of civilized conversation is put aside for the 
moment. 

If the associate professor, assistant pro- 
fessor, or instructor in a geographic full-time 
system is not forced, as he might be other- 
wise, into feelings of passivity, or depend- 
ency, or pseudofemininity, he may be rela- 
tively free of such passive attitudes and of 
the anxiety and shame that goes with them. 
Consequently, he is free of some of the need 
to behave in a pseudomasculine and aggres- 
sive and hostile fashion toward the director 
of the department and toward his colleagues 
and contemporaries, free of some of the need 
to be Oedipus or Cain. 

Most of my comments so far have had to 
do with the favorable impact of the geo- 
graphic full-time system on the dynamics of 
the assistant professor and others. However, 
I must make a parallel remark about the di- 
rector as well. Under the pure full-time sys- 
tem, the director may be tempted into hav- 
ing a dominating, excessively controlling at- 
titude. Or, under such circumstances, the 
director may feel so guilty over having such 
power that he veers then in the opposite di- 
rection, of being too gentle in the use of his 
authority. In the geographic full-time sys- 
tem, the director is not so tempted to a 
neurotic use of power or to a guilty avoid- 
ance of power. His power is limited. His au- 
thority is more easily questioned. He must 
develop techniques of leadership that evoke 
respect and collaboration rather than sub- 
mission or rebellion. He must stimulate a 
deep-going cooperation based on the moti- 
vation of the members of his faculty rather 
than expect them to obey. 

It is my impression that under the geo- 
graphic system one often sees a very great 
development of congeniality, mutual loy- 
alty, mutual interdependence, mutual re- 
sponsibility, mutual respect, freedom from 
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back-biting, and freedom from the develop- 
ment of cliques and pressure-groups. Per- 
haps this means that the success of a depart- 
ment within a medical school is only in part 
dependent on the assets and liabilities of the 
personality of the director and of the mem- 
bers of the department. Of great importance, 
also, is the structure of the department, par- 
ticularly the specific variation of the geo- 
graphic full-time system which is in use. 

Let me not be misunderstood. I know that 
there are great values in having some pure 
full-time positions with no need to devote 
time to private work, if the salaries are ade- 
quate. Also, I know that permission for lim- 
ited private work can be abused. Further, I 
know that neurotic sequences are not in- 
evitable in departments organized on a pure 
full-time basis. The maturity of the director 
of a strictly full-time department and of the 
members of his department may prevent the 
development of disruptive interactions. 
Rather, my point in a way is that the direc- 
tor of a geographic full-time department 
need not be so mature as directors in other 
departments. The structure of such a de- 
partment does most of the job; or, phrased 
in another way, the structure of a preclinical 
department which cannot use the geograph- 
ic full-time system, or a clinical department 
which does not, puts an additional stress on 
the director of the department and on the 
rest of the faculty. I have the highest respect 
for the members of a strictly full-time de- 
partment in which there is only a minimum 
of destructive passivity and of destructive 
hostility; they have overcome a structural 
obstacle which is very great indeed. Perhaps 
I can summarize my observations this way, 
that the danger of disruptive personal reac- 
tions in a pure full-time situation often is 
greater than the danger of being distracted 
by private work in the geographic full-time 
system, 

At this point, a comment is in order 
about the varieties of the geographic full- 
time system. I have mentioned that in the 
Cincinnati Department of Psychiatry we 
have a strict requirement of a 25-30 hour 
allocation of time to academic responsibili- 
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ties and then freedom for referral practice in 
additional time. Such an arrangement holds 
true for other departments. However, some 
other schools and departments have private 
practice arrangements in which the private 
practice is done as a group, with fees col- 
lected centrally and the distribution of fees 
allocated by a central authority. This ar- 
rangement has many assets, but it violates 
the central principle advocated in this pa- 
per, viz., the high value to the faculty man 
of having as an individual a partial inde- 
pendence of the central authority within the 
school or hospital. 

Still other schools which use the geo- 
graphic full-time system place a limit on pri- 
vate practice earnings. Some, for example, 
have a rule that a man may earn in his pri- 
vate work as much as he receives in salary, 
with a surplus over such an amount revert- 
ing to the school or department. This, too, in 
terms of the thesis of this paper, is an exces- 
sive centralization of authority in a way 
that limits adult independence. A similar 
result can be achieved by the simpler proce- 
dure used in Cincinnati and elsewhere, of a 
group scrutiny of whether or not the man’s 
academic performance is such that he ob- 
viously is fulfilling his responsibility to de- 
vote 25-30 hours to department activities. 
This he must do; and in addition he has the 
feeling of independence that goes with the 
realization that, if he needs some additional 
money, he can work a few hours more and 
earn it for himself. 

The town-gown problem is relevant at 
this point. It would seem that the university 
position is on very safe ground if it is clear 
that a man is working 25-30 hours, for a 
modest salary, and so could not possibly 
have time enough to compete in private 
work with a man in full private practice, 
either for a sizeable number of patients or 
for a high level of income. Under this variant 
of the geographic full-time system, the fac- 
ulty man has made a clear choice: He re- 
serves most of his time and energy for his 
academic career; he has enough private 
work to give him a fair degree of mature in- 
dependence; his income is larger than that of 
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most men in pure full-time positions; but his 
income will never approximate that of a man 
in full-time private practice. 

In this paper the actual figures of 25-30 
hours to be devoted to academic work are 
emphasized not only as a way of indicating a 
solution to town-gown and other problems. 
Such an emphasis on 25-30 hours is impor- 
tant also in terms of a psychodynamic prob- 
lem. A geographic full-time system which 
requires less than this, which requires too 
little academic time, not only runs the risk of 
stirring town-gown problems; it also, with 
high frequency, stirs serious guilt feelings in 
the man himself. A man who regards himself 
as having some variety of full-time post, and 
yet spends the major part of his time with 
his private patients, develops, according to 
my professional and casual observations, a 
load of guilt that must be prevented. The re- 
quirement of a 25-30-hour work week of de- 
partment responsibilities prevents the mis- 
use of the permission for a limited private 
practice. 

A passing thought: If the faculty person 
is a woman rather than a man, some of the 
dynamic formulations I have presented 
would need to be changed in certain ways. 
However, my experience with faculty wom- 
en who, in therapy or otherwise, revealed 
their more deeply rooted feelings, would in- 
dicate that for them, too, a good variant of 
the geographic full-time system is, or would 
be, productive. 

I recognize that the idea presented in this 
paper, viz., that the geographic full-time 
system provides an extremely favorable pat- 
tern for medical school departments because 
the system facilitates an avoidance of de- 
structive neurotic developments, is an im- 
pressionistic idea. We then would say that, 
if such an idea seems important, it could be 
the subject of a well designed research proj- 
ect. It then would be checked for its accu- 
racy and be evaluated quantitatively. 

It would not be too difficult to devise a 
research design which would test some of the 
details of my thesis. For example, it might 
be possible to get records of faculty turn- 
over in a number of departments and rec- 


- 
; 
> 
7 
| 
= 
| 
- 
a 


250 Journal of Medical Education 


ords of the hour and salary arrangements for 
the members of the faculty of the same 
group of departments. These then might be 
correlated in an adequately controlled statis- 
tical fashion, by using, for example, the well- 
known Lehrer Lobachevsky Pi-Square tech- 
nique. Or, it might be possible to get facts as 
to faculty satisfaction by some sort of anon- 
ymous questionnaire or by interviewing 
techniques and again to correlate the find- 
ings of such a study with the variety and 
sources of faculty income. Further, research 
productiveness, job satisfaction, the happi- 
ness of faculty wives, hidden feelings of 
rage, are all measurable quantities and can 
be correlated with the type of departmental 
structure. For fuller accuracy, it would be 
necessary to consider also the question of 
whether one or more types of persons are 
drawn to the geographic full-time system 
and so accept a job offer in such a depart- 
ment, and whether one or more types of per- 
sons are drawn to the strictly full-time sys- 
tem. 

However, statistical or experimental veri- 
fication of an impressionistic idea is not the 
only fate which may be in store for it. It 
probably will be forgotten if it does not 
click with the impressionistic ideas of others 
in the field. Further, if the idea is not suf- 
ficiently central or vital to require that it be 
checked in an accurate and controlled 
study, it may have value chiefly as a stimu- 
lant to productive thinking on the part of 
others, and gradually lead to an improve- 
ment in concepts or in performance or in 
technique. Even without exact research de- 
sign or experimental proof of the value of a 
change, a good craftsman accepts and uses 
new principles in his productive workman- 
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ship. A valuable type of know-how develops 
from flexible experience with changes based 
on convictions which have not been vali- 
dated with a high degree of accuracy. Simi- 
larly, in medical affairs, administrative 
know-how and well digested experience pro- 
vide a sound basis for planning by those in 
positions of leadership and authority. 
Perhaps a final comment is in order. In 
many instances in recent years great stress 
has been placed on the importance of morale 
and of good leadership, in the armed forces, 
in industry, and elsewhere. The discussion 
in this paper is pertinent to this crucial 
problem. The generalization can be phrased 
this way, that plans and patterns based on 
some awareness of psychodynamics will im- 
prove the morale of the group and the effec- 
tiveness of its leadership. Psychodynamic 
observations indicate that strong leadership 
is crucial, a leadership which avoids the 
Scylla of dictatorial power and the Charyb- 
dis of the abdication of responsibility and 
initiative. However, perhaps even more im- 
portant than the character of the leader is 
the structuring of an institution so that the 
leader does not have too great a final au- 
thority and so that others working with him 
have adequate feelings of independence. In 
medical education, the geographic full-time 
system fosters such a pattern of human rela- 
tions. Such a structure may lessen the stimu- 
lation of childhood residuals in the group, 
may lessen the drive toward being depend- 
ent and cared for and protected, and so may 
lessen the destructive hostilities which arise 
as a defense. The diminution of excessive 
patterns of passivity and aggressiveness 
may lead to a more creative interplay within 
the group and with its director, and so to a 
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There has been considerable discussion re- 
cently about the relative opportunities for 
medical graduates in this country and else- 
where. It has been argued that prospects 
here are so limited that many of our young 
doctors wish to emigrate, attracted by the 
greater facilities and opportunities overseas 
and deterred from staying here by present- 
day conditions. 

This study is an attempt to assess the 
part played by this and other considerations 
in the decisions made by medical students 
about their future careers. Information has 
been sought on these topics: what factors 
do students take into consideration when 
deciding in which branch of medicine they 
want to practice? what do they regard as 
important in enabling them to attain satis- 
faction in their work? what is their estimate 
of the prospects available in this country? 
which country do they believe offers them 
the best opportunities? 


METHOD 
The study covered the fifth-year medical 
students at Edinburgh University. At the 
end of a lecture on social medicine, one of 
the people conducting this study made a 
brief statement about the purpose of the in- 
quiry. The questionnaires were then handed 
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out, and the majority of the students com- 
pleted them immediately while they were 
still in the lecture theatre. Although they 
were asked to put their names on the forms, 
it was explained that these would be im- 
mediately torn off and a number substituted 
so that in effect replies would be anonymous 
and analyses would be purely statistical. 
The students who had not attended the lec- 
ture were contacted at tutorials, so that 
in the end all the 142 students in that year 
were included in the study. 


STAGE AND NATURE OF DECISION 


How many students have definitely de- 
cided on the nature of their eventual career, 
by this stage of their training? One-fifth 
said they felt quite definite about this; near- 
ly three-fifths, 58 per cent, said they had 
an inclination but were not quite definite; 
while the remainder, just over a fifth, still 
had open minds or only negative feelings. 

Whether or not they had definitely made 
up their minds about their future career, 
they. were asked to rank their preferences 
for the five main branches of medicine: 
the hospital or specialist service, academic 
or research work, general practice, public 
health or industrial medicine, and the armed 
forces or colonial service (Table 1). Consid- 
ering just their first preferences, half of 
them, 51 per cent, chose the hospital or 
specialist services; just over a third, 35 
per cent, general practice; 6 per cent, the 
armed forces or colonial service; 4 per cent, 
public health or industrial medicine; and 
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3 per cent, academic or research work. Only 
two students were not prepared to make 
a choice. 

However, among those who have definite- 
ly decided on the nature of their future 
career, the proportions are rather different: 
50 per cent for general practice, 39 per 
cent for the hospital or specialist serv- 
ices, and 11 per cent for the various other 
branches. 

Those students with relatives in general 
practice more frequently gave their first 
preference as general practice than did those 
with no relatives in that branch of medicine. 
The actual proportions were 49 per cent 
and 30 per cent, respectively. This does 


VARIATIONS IN PREFERENCES FOR 


TABLE 1 


WITH THE STAGE OF DECISION REACHED 
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with relatively good academic records, who 
have not failed any examinations, to prefer 
the hospital or specialist services more fre- 
quently than those who have had some 
examination difficulties (Table 2). 

However, students with relatives in gen- 
eral practice had rather poor academic rec- 
ords, the proportion who had taken an extra 
year or more over their course because of 
failure in examinations being three times 
greater in this group than among those 
without any relations in that field. 


REASONS FOR PREFERENCE 


The complex problem of the factors which 
students take into consideration when mak- 


DIFFERENT BRANCHES OF MEDICINE 


STAGE OF DECISION 


Open mind 
or only 
Quite Inclina- negative ALL 
definite tion feelings STUDENTS 
FIRST PREFERENCE (per cent) (per cent) (per cent) (PER CENT) 
Hospital or specialist service 39 58 45 51 
General practice 50 26 45 35 
Academic or research work ) ) ) 3 
Public health or industria! medicine 11 16 10 4 
Armed forces or colonial service } ) } 6 
in Don’t know 1 
"i Number of students (= 100%): 28 83 31 142 


TABLE 2 


VARIATIONS IN PREFERENCES FOR DIFFERENT 
BRANCHES OF MEDICINE WITH 
ACADEMIC RECORD 


ACADEMIC RECORD 


Failure Failure 
RS. No but no and time 
fai‘ures time lost lost 
va : FIRST PREFERENCE (per cent) (per cent) (per cent) 
ie Hospital or spe- 
eS cialist service 61 45 29 
ie General practice 26 43 47 
Other branches 13 12 24 
Number of stu- 
dents (= 
100%) 61 58 17 


not suggest that general practitioners are 
actively dissuading their young relatives 
from taking up the same career as them- 
selves. 

There is also a tendency for students 


ing their choice was approached in several 
ways. First of all, students were simply 
asked to state the reasons for their choice. 
The great majority, four-fifths, mentioned 
the interest and satisfaction they expected 
to derive from their work as the main reason 
for their choice, and the only other reason 
given by any appreciable numbers was the 
opportunities available in their chosen field 
or the lack of opportunities in other fields. 
Nearly one-third, 29 per cent, mentioned 
this. 

Nine of the 36 women in the class, a 
quarter of them, mentioned their sex in 
reply to this question, either because they 
felt that prospects were not so good for 
women in certain fields, or because certain 
careers could be more easily combined with 
marriage. However, there was not any sig- 
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nificant difference between the sexes in the 
proportions preferring the different branches 
of medicine. 

The next line of approach in the attempt 
to ascertain the reasons for the students’ 
choice of career was to ask them to rank 
six factors according to their importance 
to them in determining their preferences 
(Table 3). These factors were: the student’s 
own abilities and limitations, his satisfaction 
in his work, hours of work, remuneration, 
locality of work, and the relative opportuni- 
ties in the different branches of medicine. 
Professional satisfaction was the factor most 
often thought to be of first importance, 
and only 5 per cent of the students did not 
regard it as the first or second consideration. 


Own 


Satisfac- abilities and 
tion in limita- 
work tions 
Rank (per cent) (per cent) 

First, i.e., most important 68 27 
Second 27 49 
Third 2 10 
Fourth 1 7 
Fifth 1 3 
Sixth, i.e., least important 1 4 
Average rank: 1.4 2.2 


Their own abilities were more generally 
ranked second, and the relative opportunities 
in different branches came third; but as 
many as a quarter of the students thought 
this the least important consideration. No 
one was prepared to say that he thought 
remuneration was the most important fac- 
tor, but only one-fifth recorded it as the 
least important—a lower proportion than 
for the locality of work, relative opportuni- 
ties, and hours of work. This last factor 
was most frequently regarded as the least 
important. 


PROFESSIONAL SATISFACTION 


Professional satisfaction has again 


emerged as the most important factor in 
determining the students’ choice of career. 


Ambitions and Expectations of Medical Students 


TABLE 3 


RELATIVE IMPORTANCE OF VARIOUS FACTORS IN DETERMINING CHOICE OF CAREER 
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In an attempt to discover the elements 
which contribute to this, students were 
asked to indicate whether they regarded 
certain factors as very important, fairly 
important, or not important to them in 
attaining professional satisfaction (Table 4). 
Variety of presenting problems was most 
generally thought to be very important, 
and diagnostic problems and contact with 
other professional people were also thought 
to be very important by at least half the 
students. At the other end of the scale 
status in the community, gratitude of pa- 
tients, and opportunities for research were 
not thought to be of primary importance 
by more than one-fifth of the class. 
Budding specialists tend to attach more 


Relative Hours 
opportu Locality Re munera- of 
nities of work tion work 

(per cent) (per cent) (per cent per cent) 

3 3 inn 1 

12 6 & 3 

31 24 20 10 

15 26 29 18 

13 17 24 39 

26 24 19 29 
4.0 4.2 4.3 4.8 


importance to various opportunities for spe- 
cialization, for the utilization of skilled tech- 
niques and for research than did the embryo 
general practitioners, but even so only a 
quarter of those hoping to go into the hos- 
pital service regard research opportunities 
as of primary importance to them. Those 
intending to go into general practice valued 
the contact with patients and families over 
a long period of time highly, nearly three- 
quarters of them describing this as very 
important. 

The elements which are felt to contribute 
significantly to their professional satisfac- 
tion vary considerably for different individ- 
uals and groups. What, then, are the stu- 
dents’ over-all estimates of the possibility 
of obtaining professional satisfaction in dif- 
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ferent spheres in this country? And what 
are his estimates of other prospects and 
opportunities in different fields, since the 
relative opportunities in different branches 
were also a significant factor in determining 
his choice of career? 


PROSPECTS 


All the students were asked whether they 
felt the prospects in the hospital service 
and in general practice in Great Britain were 
good, fair, or poor in relation to four factors 
—short-term remuneration, long-term re- 
muneration, professional satisfaction, and 


Variety of presenting problems 
Diagnostic problems 
Contact with other professional people 


TABLE 4 


PROPORTION STATING CERTAIN FACTORS TO BE VERY IMPORTANT TO 
THEM IN OBTAINING SATISFACTION IN THEIR WORK 


MARCH 1960 


long-term remuneration were generally felt 
to be better than those for short-term re- 
muneration, and there was little difference 
in their estimate of these prospects for long- 
term remuneration in the hospital service 
and in general practice. None of these pros- 
pects were felt to be good by as many as 
half of the students, but rather more than 
half thought prospects for professional satis- 
faction were good, in each of these branches. 

Among those whose first preference was 
for the hospital service, 82 per cent thought 
prospects for attaining professional satisfac- 
tion in the hospital service were good, while 


FIRST CHOICE 


Contact with patients and families over a con- 


siderable period of time 
Opportunity to specialize 
Opportunity to utilize skilled techniques 
Opportunities for research 
Gratitude of patients 
Status in the community 
Number of students* (= 100%) 


Hospital General ALL 
service practice STUDENTS 
(per cent) (per cent) (PER CENT) 
67 60 63 
61 51 55 
55 47 50 
28 74 49 
47 9 31 
33 10 25 
25 6 17 
13 10 13 
10 12 10 
73 50 142 


* Those who omitted any part of this question were not included when the percent- 


ages were calculated. 


TABLE 5 


PROPORTION BELIEVING CERTAIN PROSPECTS 
To BE GOOD IN GREAT BRITAIN 


General Hospital 
practice service 
(per cent) (per cent) 
Short-term remuneration 27 4 
Long-term remuneration 47 43 
Professional satisfaction 57 69 
Hours of work 8 25 


hours of work. The proportions who thought 
the prospects were good are shown in Ta- 
ble 5. 

More of the students thought the pros- 
pects of short-term remuneration were good 
in general practice than in the hospital 
service, but the position was reversed in 
relation to hours of work. Prospects for 


in the group intending to go into general 
practice 88 per cent thought they had a good 
prospect of obtaining professional satisfac- 
tion in the branch of their choice. 

This association between choices of 
branch and belief about prospects for pro- 
fessional satisfaction was in contrast to the 
relationship between choice of branch and 
beliefs about prospects of short term re- 
muneration (Table 6). Whereas 32 per cent 
of those intending to go into the hospital 
service thought that the prospects for short- 
term remuneration in general practice were 
good, only 19 per cent of those intending 
to go into general practice thought this. 
In addition, 9 per cent of those preferring 
general practice thought those prospects 
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were good in the hospital service, while 
only 1 per cent of those hoping to go into 
this service believed this. 

This possibly illustrates the proverb that 
the grass in the other field looks greener, 
but it also substantiates the hypothesis that 
professional satisfaction rather than remu- 
neration is the main basis of the students’ 
decision in deciding their future careers. 

Another aspect of the students’ estimates 
of the prospects in different spheres was 
covered by asking them what length of time 
they would expect to elapse before com- 
mencing work in their chosen field and be- 
coming a consultant in the hospital service 
or a principal in general practice (Table 


TABLE 6 


VARIATIONS IN THE PROPORTION BELIEVING 
CERTAIN PROSPECTS TO BE GOOD WITH 
THEIR OWN CHOICE OF CAREER 


FIRST CHOICE 


Hospital General 
service practice 
(per cent) (per cent) 
Short-term remuneration: 
In general practice 32 19 
In the hospital service 1 9 
Professional satisfaction: 
In general practice 32 88 
In the hospital service 82 57 
Number of students (= 
100%) 73 50 


7). They were asked to make this guess 
only if these branches of medicine were 
their first or second choice. 

The difference between the two distribu- 
tions is striking. One optimist expected to 
become a consultant in less than 2 years; 
but no one else expects to reach these heights 
for at least’ 5 years, whereas a third of 
those considering general practice would 
expect to become principals within that 
time. The most commonly predicted times 
were 10-15 years to become a consultant 
and 5-10 years to become a principal in 
general practice. There was no indication 
that those who made these branches their 
first choice expected to reach the top of 
the tree any more quickly than those for 
who it was only the second choice. 
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Students were also asked about any dif- 
ficulties they envisaged in pursuing their 
chosen career. Whereas only 3 per cent 
of those intending to enter the hospital 
or specialist service did not expect to en- 
counter any difficulties, a quarter of the 
corresponding group of students envisaged 
no difficulties in pursuing a career in general 
practice. The difficulty most commonly fore- 
seen by both groups was competition and 
lack of opportunities. This was mentioned 
by two-thirds of the students in relation 
to the hospital service and by a half in 
relation to general practice. Difficulty of 


TABLE 7 


TIME EXPECTED TO ACHIEVE CONSULTANT 
OR PRINCIPAL STATUS 


Consultant in Principal in 


hospital general 
service practice 
(per cent) (per cent) 
Less than 2 years 1 4 
2—less than 5 years - 29 
5—less than 10 years 25 43 
10—less than 15 years 31 il 
15 years or more 29 3 
Never 5 1 
Unknown 9 9 
Number of students 

(= 100%) 110 98 


obtaining higher qualifications and further 
experience was envisaged only in relation 
to the hospital or specialist service, but a 
third of the students in this group saw this 
as a possible problem. 

Preferences for and opportunities in differ- 
ent countries.—Students were asked to say 
in which country they would prefer to work 
permanently, quite apart from the question 
of suitable opportunities or openings. Nearly 
two-fifths, 37 per cent, would prefer to work 
in England, a third in Scotland, and 2 
per cent in both Ireland and Wales. Just 
over a quarter, 27 per cent, said they would 
prefer to work abroad permanently, and 
5 per cent gave no answer or had not made 
up their minds.' Of those wanting to go 
abroad a half did not come initially from 
the United Kingdom, so that among Scot- 


1 The percentages add to just over a 100, since a 
few students gave alternatives. 
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tish, English, Irish, and Welsh students 
the proportion preferring to work abroad 
permanently, quite apart from the question 
of relative opportunities. was one fifth. This 
proportion was similar for Scottish and 
English students. but whereas only 5 per 
cent of English students hope to work in 
Scotland, 21 per cent of the Scots would 
like to work in England. 

When the students were asked which 
country they thought would offer them the 
best opportunities and openings, 16 per cent 
did not answer or would not commit them- 
selves on this point. 

Among those who answered, 43 per cent 


TABLE 8 


CHOICE IN CONFLICT BETWEEN WORK 
OPPORTUNITIES AND GEO- 
GRAPHICAL PREFERENCE 


Per cent 

No conflict, believes opportunities best in 

country preferred 48 
Work opportunities more important than 

geographical preference 13 
Geographical preference more important 

than work opportunities 6 
Divided views 23 
No answer to which country offers best op- 

portunities 10* 


* This is rather lower than the proportion who 
did not know which country offered the best oppor- 
tunities, since a number said merely that the coun- 
try they preferred to work in permanently was not 
the country which offered the best opportunities. 


thought this was provided by some country 
in the U.K. (30 per cent England, 18 per 
cent Scotland, 1 per cent and 3 per cent 
Ireland and Wales).? However, over half 
of those who replied, 57 per cent, thought 
that better opportunities were offered else- 
where. The countries most frequently put 
forward were Canada, 24 per cent; Africa, 
21 per cent; New Zealand, 12 per cent; 
Australia, 10 per cent; India, 6 per cent; 
America, 6 per cent; and other countries, 
8 per cent. 

For a number of students, therefore, there 
does appear to be a conflict in that they 


2 Again, some students gave composite answers, 
the most common one being “Scotland and Eng- 
land.” 
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feel that better opportunities are available 
in some country other than the one in which 
they would prefer to work permanently. 
When this arose, they were asked which 
they felt was most important to them—work 
opportunities or their geographical prefer- 
ence. The position is summarized in Table 8. 

For less than half the students there is 
no problem, and another tenth are not yet 
sure where the best opportunities lie. For 
the remainder, the majority are not yet 
sure which will prove to have the strongest 
pull, the work opportunities or their geo- 
graphical preference, while among those who 
have made this decision twice as many put 
work opportunities before geographical pref- 
erence rather than the reverse. 


DISCUSSION 


There is a certain amount of evidence 
that this group of students are making their 
choice of career within medicine with a 
fair degree of realism. Although half the 
total say their first choice of career at the 
moment is in the hospital service while one- 
third favor general practice, among those 
whose minds were definitely made up, these 
proportions were reversed. Those who have 
had examination difficulties less frequently 
choose the hospital service than those who 
have not, while those with relatives in gen- 
eral practice more often select this branch 
of medicine. 

On the other hand, the reasons given 
for choosing their careers show little indica- 
tion of straightforward opportunism, and 
if their are any definite opportunists in the 
group they have suppressed this when an- 
swering these questions. The attainment of 
professional] satisfaction is most often stated 
to be the first consideration when choosing 
a particular career, and relatively little 
weight is attached to remuneration, locality, 
and hours of work when making this decision. 

When professional satisfaction is prized 
so highly, and the prospects for achieving 
this in Great Britain in their chosen career 
are regarded as being good by over four- 
fifths of the students, it is perhaps surprising 
that so many of them, over a half, believe 
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that better opportunities are available else- 
where. In addition, the fact that a consider- 
able proportion of those who would prefer 
to work permanently in this country are 
apparently much attracted by the oppor- 
tunities overseas suggests that any starry- 
eyed idealism has been blended with a strong 
dash of realism and ambition. 
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Medical education in the early years of the 
United States, with its colorful parade of 
students and teachers, provides a significant 
chapter in the social history of the country. 
In that era of pioneer enthusiasm a number 


Painted by John Wesley Jarvis 
Courtesy of The New York Academy of Medicine 


Fic. 1.—Dr. Nicholas Romayne, age 49 years 


of controversial figures—adventurous and 
ambitious men—appeared in the ranks of 
the medical profession. 

Dr. Nicholas Romayne was one of the 
most able and truculent of the “stormy 
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Nicholas Romayne, 1756-1817 
Stormy Petrel of American Medical Education 


FRED B. ROGERS, M.D. 
Temple University School of Medicine, Philadelphia, Pa. 


Hippocrats”’ bred in a period marked by dis- 
cord and rivalry among infant medical 
schools. Remembered chiefly for his role in 
professional feuds, Romayne was neverthe- 
less an outstanding teacher and organizer 
during the initial four decades of American 
independence. As the first president of the 
College of Physicians and Surgeons in New 
York City and of the Medical Society of 
New York, and a versatile scholar-professor 
alternately in and out of favor with his con- 
temporaries, the impact of Romayne on the 
profession deserves recall today. 

Nicholas Romayne, eldest son of John 
Romeyn, a New York silversmith, and his 
wife, Juliana McCarty, was born in New 
York City in September, 1756. His brother, 
Jeremiah, and several other of his close rela- 
tives were Dutch Reformed clergymen. 
Nicholas, who altered the spelling of his sur- 
name, received his early education at the 
Hackensack Academy in New Jersey under 
Dr. Peter Wilson, a Scottish educator who 
later was professor of languages at Columbia 
College. 

Romayne entered the medical school of 
King’s College, New York, in 1774—shortly 
before its activities were interrupted by the 
Revolutionary War. At the commencement 
of hostilities he went abroad, subsequently 
receiving an M.D. degree from Edinburgh 
in 1780. His qualifying thesis on the forma- 
tion of pus, De Puris Generatione, was dedi- 
cated to his medical professors in New 
York' and written in polished Latin without 
the assistance of a “grinder” or hired trans- 


1 Peter Middleton, Samuel Clossy, John Jones, 
Samuel Bard. 
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lator, so often employed at the time. Ro- 
mayne added to previous work by a fellow 
American, John Morgan of Philadelphia, 
who had taken his doctorate at Edinburgh, 
in 1763, with a thesis on the same topic. De- 
spite his obvious penury while a student in 
Scotland, after receiving his medical degree 
Romayne spent 2 years in further study at 
London, Paris, and Leyden. Thus, he ob- 
tained a thorough professional education in 
the best medical setting of his time. 

Returning to America in 1782, he settled 
first in Philadelphia, where he conducted a 
busy medical practice for a year. Following 
the British evacuation of New York, Ro- 
mayne returned there in 1783, where he mar- 
ried Susan, the daughter of Isaac Van Dam, 
a merchant from the island of St. Eustatius 
in the Dutch West Indies. The early death 
of several children born to the couple was a 
lingering source of sadness to the Romaynes. 

Soon after the withdrawal of British mili- 
tary forces, the University of the State of 
New York was chartered by the state; 
Romayne was named to its original board of 
regents in 1784. He served in this capacity 
for 3 years until the trustees of Columbia 
College (successor to King’s College in New 
York) were independently chartered in 
1787, when he became an original member 
of that board, finally resigning in 1793. The 
former faculty of physic was also revived, 
but Romayne, as a trustee, was technically 
unable to occupy a chair in the medical 
school. 

In 1785, however, Romayne was elected 
professor of the practice of physic on the 
King’s College medical faculty, a title he 
held for 2 years. From 1791 to 1792 he was a 
lecturer in chemistry, anatomy, and the 
practice of physic. Because the Columbia 
College medical department was small and 
relatively inactive during this interval, from 
1787 onward Romayne was mainly occupied 
with instructing private classes in what was, 
in effect, his own medical school. Being a 
man of extensive learning and culture, he 
attracted numerous students from the 
United States and Canada. Surviving trib- 
utes from students and colleagues attest to 
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his personal charm and ability as a teacher. 
During his teaching career he taught all 
branches of medical science; he also spoke 
French, Dutch, and Latin fluently! 

In 1791, Romayne addressed the regents 
of the university, asking their protection 
and direction for his school. Shortly after- 
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D. GULIELMI ROBERTSON, T.P. 
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Fic. 2.—Title page of medical thesis of Nicholas 
Romayne, Edinburgh, Scotland, 1780. 


ward he and six associates—capable young 
physicians—prepared a second memorial de- 
scribing their plans for instruction. The re- 
gents. who were favorably impressed, 
granted a charter to the group as the Col- 
lege of Physicians and Surgeons in the City 
of New York. However, at this juncture the 
Columbia trustees objected forcefully, 
claiming no need for another medical school 
in the city and asserting that they were 
strengthening their already active depart- 
ment. Accordingly the Romayne proposal 
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was suspended by the regents. At this point, 
Romayne arranged for an out-of-state de- 
gree-granting arrangement which would 
lend authority to his project. He approached 
the trustees of Queen’s (later Rutgers) Col- 
lege at New Brunswick, New Jersey, to ob- 
tain the desired sanction. This incident was 
the first of three occasions when Rutgers had 
a participating relationship with a medical 
school; twice it actually had such a profes- 
sional school as part of its working organiza- 
tion. 
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Fic, 3.—Certificate presented to Elisha Du Bois 
on July 15, 1793, for pro‘iciency in medical studies. 
Manuscript in Latin on vellum, with seal and signa- 
ture of Dr. Romayne. A similar certificate was given 
to Du Bois for his service among the sick in New 
York from 1788 to 1793. Originals in The New York 
Academy of Medicine. 


On April 10, 1792, the trustees of Queen’s 
College received a letter from Romayne 
stating that for several years he had been 
teaching medical students in New York; in 
1791, 56 students were in his classes. His 
message indicated that it was vital that 
these students have some connection with 
an institution to which they could give 
proof of their proficiency and from which 
they could obtain academic credentials. He 
suggested that advantage would come to the 
college through such connection, in both the 
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widening of its influence and the increase of 
its revenues. The trustees appointed a com- 
mittee to confer with Romayne. He re- 
quested that he be appointed professor of 
physic and that several physicians associ- 
ated with him in New York be designated a 
faculty—on certificate from which the col- 
lege at New Brunswick would grant the de- 
gree of Bachelor of Medicine or Doctor of 
Medicine, as the case might be. The fee for 
the Bachelor’s degree would be £5 and, for 
the Doctor’s degree, £10. 

Two of Romayne’s students from Can- 
ada, Francis Rientord and John Baptist 
Rientord, received the M.B. degree in Sep- 
tember, 1792, as did Charles Smith, a lead- 
ing practitioner in New Brunswick. Also in 
that year the honorary M.D. degree was 
conferred on four New York physicians. In 
1793, Queen’s College continued graduating 
physicians, conferring the M.D. degree on 
six men. and the same degree ad eundem on 
Nicholas Romayne and his associates, Rich- 
ard S. Kissam and William Moore (although 
the three were already graduates in medicine 
from Edinburgh). 

A total of fifteen medical degrees were 
granted by Queen’s College in this first inci- 
dent before the school closed. The New Jer- 
sey affair placed Romayne under the ban of 
the medical profession in New York; he dis- 
continued teaching late in 1793, and sailed 
to Europe for further study and observa- 
tion. He became a licentiate of the Royal 
College of Physicians of London on Decem- 
ber 22, 1795. 

While abroad. Romayne began corre- 
spondence with British agents and William 
Blount. a senator from Tennessee whom he 
had met in 1782, through whom he expected 
to acquire wealth from large tracts of land 
in the South and West. Associates in this 
scheme which later developed into a con- 
spiracy to violate the neutrality of the 
United States (coupling the United States 
and Great Britain against Spain and France) 
included Blount, Romayne, John Philip 
Ripley, son of the president of Dart- 
mouth College, his Dartmouth classmate, 
William Eaton, and Thomas Odiorne. Their 
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plan was to incite the Creek and Choctaw 
Indians to aid the British in attempting to 
wrest the Louisiana Territory from the 
French and Spaniards. (Romayne’s subse- 
quent publication on the ethnology of the 
red man may have stemmed from this period 
of intrigue.) 

These political and territorial manipula- 
tions ultimately led to the arrest and im- 
prisonment of the principals involved in this 
plot. On order of President John Adams, 
Romayne was arrested at his New York 
home in July, 1797, and transported to Phil- 
adelphia to testify before a Committee of 
the House of Representatives on his role in 
Blount’s conspiracy. Intercepted  corre- 
spondence between Blount and Roymane 
was produced, although Romayne had al- 
ready destroyed the pieces in his possession. 
The doctor spent some time in prison at 
Philadelphia for his part in this treacherous 
business, and William Blount was expelled 
from the Senate for “high misdemeanors en- 
tirely inconsistent with his public trust and 
duty.” The testimony concerning this inci- 
dent was published in 1798, by government 
order. After his release from prison, Ro- 
mayne. who sensed that his countrymen re- 
garded him with disfavor, again left the 
country for a stay in Europe. He was ad- 
mitted as a fellow of the Royal College of 
Physicians of Edinburgh on November 4, 
1800. In 1805, the New York Hospital ac- 
quired his medical library—at a time when 
Romayne proposed to retire from practice. 
This collection was a fine addition to the 
hospital library, which had been founded 4 
years earlier. 

In 1806, following an act passed by the 
New York legislature to incorporate state 
and county medical societies, ‘by a sudden 
and singular change of sentiment’’ Nicholas 
Romayne was called from his retirement to 
be elected first president of the Medical So- 


? Report of the Committee of the House of Rep- 
resentatives of the United States appointed to pre- 
pare and report Articles of Impeachment against 
William Blount, A Senator of the United States, im- 
peached of high crimes and misdemeanors; .. . 
Printed by order of the House of Representatives, 
John Fenno, Philadelphia, 1798. 


Nicholas Romayne, Biography / Rogers 261 


ciety of the City and County of New York. 
The following year he was a delegate to the 
meeting of the state society at Albany, and 
became its president in 1810. The Ammiver- 
sary Address to the New York State Medical 
Society, delivered by Romayne and pub- 
lished by the society in 1811, provided an 
interesting review of medical education from 
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Fic. 4.—Title page of inaugural address by 
Nicholas Romayne at the opening of the College of 
Physicians and Surgeons. Delivered in November, 
1807, and published in 1808. 


earliest times up to that day—with particu- 
lar emphasis on instruction in New York 
and Philadelphia. 

Romayne, the entrepreneur, was again in 
his idiom—planning and executing new 
projects in medical education. When the 
College of Physicians and Surgeons, which 
had been dormant since 1791, was revived in 
1807, Romayne was made president and 
trustee. In 1807-1808, in the absence of a 
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professor, he gave lectures in anatomy; in 
1808 he also served as professor of the insti- 
tutes of medicine (physiology). He gave the 
Address Delivered at the Commencement of the 
Lectures in November, 1807, and published 
it the next year. This publication, a review 
of the customs and habits of the American 
Indian, is an account of lasting historical 
value. 

The new school offered a curriculum 
based on contemporary London and Paris 
teaching, and listed an impressive faculty in 
its 1808 Report to the Regents of the Univer- 
sity of the State of New York. The faculty 
consisted of Drs. Nicholas Romayne, presi- 
dent and lecturer on anatomy; Samuel 
Latham Mitchill, vice-president and profes- 
sor of chemistry; Edward Miller, professor 
of the practice of physic and lecturer on 
clinical medicine; David Hosack, professor 
of materia medica and botany and lecturer 
on surgery and midwifery; Archibald Bruce, 
professor of mineralogy; Benjamin DeWitt, 
professor of the institutes of medicine and 
lecturer on chemistry; and John Augustine 
Smith, adjunct lecturer on anatomy. 

It was not long, however, before difficul- 
ties arose in the form of faculty squabbles 
and student problems. As a result of these 
dissensions, in 1811, the president and sev- 
eral of the professors resigned. Romayne 
then led the secession party back to New 
Jersey for another degree-granting agree- 
ment. They drew up a document, dated De- 
cember 14. 1811, addressed to the president 
and trustees of Queen’s College. This official 
paper requested that their organization, the 
“Medical Institution of the State of New 
York,” be given an academic connection 
with the New Jersey college. This document 
was signed by six eminent physicians: Drs. 
Archibald Bruce, Nicholas Romayne, John 
Watts, Jr., John Griscom, Thomas Cock, 
and Valentine Seaman. The proposal was 
accompanied by a letter explaining the mo- 
tives which animated the _institution’s 
founders. It also noted the plan of instruc- 
tion and propriety of academic supervision 
of the curriculum and awarding of degrees, 
and the necessity of conducting teaching in 
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a large city where necessary facilities and 
hospital connections were available. The 
school was to be conducted, as before, in 
New York City. 

The project was adopted by Queen’s Col- 
lege on January 21, 1812. Dr. Robert 
Bayard and the six signers, all of whom were 
named professors, constituted the “‘Faculty 
of Medicine of Queen’s College in New Jer- 
sey.” Romayne became professor of the in- 
stitutes of medicine and forensic medicine. 
In its annual report for 1812, this faculty 
stated that medical instruction had begun 
on the preceding November 4, that 100, 51, 
and 37 students, respectively, had attended 
certain groups of lectures, and that excellent 
facilities were available for the study of 
medicine. The classes were held in a building 
at 204 Duane Street, New York. 

In 1812 five candidates received the M.D. 
degree; in 1813, one; in 1814, two; in 1815, 
seven, and in 1816, six. One man, James 
Livingston Van Kluck, a physician from 
Poughkeepsie who had been recommended 
by Romayne for a medical degree 19 years 
earlier, received it belatedly in 1812! Among 
those granted Queen’s diplomas in 1816 was 
Samuel Rodman Drake, the physician-poet 
remembered as the author of The American 
Flag. This second long-distance degree rela- 
tionship lasted only 4 years, during which 
time annual reports were submitted by the 
medical faculty to the trustees in New Jer- 
sey. Twenty-one students received their 
medical degrees during the period of affilia- 
tion. The fact that relatively few of the stu- 
dents were graduated indicates the high 
standards maintained by Romayne and his 
colleagues. In September, 1816, Queen’s 
College suspended operations for financial 
reasons, and the faculty of physic was there- 
by denied the patronage of the parent insti- 
tution. (It was not until 1825 that the New 
Brunswick institution reopened under the 
name of Rutgers College.) 

Meanwhile, in 1814, the Medical Depart- 
ment of Columbia College, which had not 
prospered (having graduated only 35 stu- 
dents in 25 years), was abandoned, and its 
professors were transferred to the College of 
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Physicians and Surgeons—from which Ro- 
mayne and his associates had rebelled. The 
venerable Dr. Samuel Bard became presi- 
dent of the merged faculty; this lasting coali- 
tion was the parent of today’s College of 
Physicians and Surgeons of Columbia Uni- 
versity. 

On July 21, 1817, Nicholas Romayne died 
at the age of 61 in New York from over- 
exposure to heat. His death removed a 
stormy petrel from the arena of medical edu- 
cation. 

A contemporary, Dr. John W. Francis of 
New York, summarized the dynamic Ro- 
mayne’s turbulent career: 

A monograph on Romayne would not be too 
much. He was clever in every acceptance of the 
word, . . . an extraordinary man, . . . a pleasing 
speaker, ...an original observer and an in- 
trepid thinker, ... unwearied in toil, and of 
mighty energy. He was goaded by a strong am- 
bition to excel in whatever he undertook, and he 
generally secured the object of his desire, at 
least professionally. ... Though many of his 
acts were crooked, ... he was generous to the 
young and ready with many resources to ad- 
vance the student. He made a great study of 
man; he was dextrous with legislative bodies, 
and at one period of his career was vested with 
almost all the honors the medical profession 
amongst us can bestow. 


Concluding his volume, Medical Educa- 
tion in the United States before the Civil War, 
Dr. William F. Norwood, a contemporary 
scholar, includes Nicholas Romayne among 
the early leaders in American medical educa- 
tion: 

Formal medical education in the United 
States had its beginning in 1765, a decade be- 
fore the opening of those tumultuous years that 
saw the passing of a social order and the birth of 
a nation. Already individualism was typically 
American, and personal liberty was cherished 
from New England to Georgia. Adventuresome 
Englishmen had become ingenious Americans. 
... The profession, despite its deficiencies anc 
lack of unity, produced many brilliant educa- 
tors, men whose names will live on because they 
were Americans as well as physicians, teachers, 
and contributors to medical literature. Benja- 
min Rush, Nicholas Romayne, David Hosack, 
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the Warrens, Nathan Smith, John Delamater, 
Daniel Drake, N. S. Davis, and scores of other 
names will always be associated with American 
medical education and the progress of the heal- 
ing art. 
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A Study of the Medical College Admission Test 
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At the 1957 meeting of the Admissions Con- 
ference of the Southern Association of Medi- 
cal Colleges and Teaching Hospitals, Dr. 
James Dinning of the University of Arkan- 
sas School of Medicine reported (1) a pilot 
study at his institution, the results of which 
suggested the existence of a relationship be- 
tween the rate of course failures in medical 
school and the average of the four individual 
scores of the Medical College Admission 
Test (MCAT). There also appeared to be a 
relation between the Science Achievement 
score of the MCAT and the course failure 
rate in medical school and also the failure 
rate on the National Board examination. In 
that study, the course failure rate increased 
progressively as the MCAT scores dropped 
below the 500 level. Dykman and Stalnaker 
(2) previously had: reported, for the class 
entering in 1949 (79 medical schools), a 
qualitative relationship between the per- 
centage of students who were irregular or 
drop-outs and the MCAT scores. Also, they 
reported that the average MCAT scores for 
those failing were lower than for any other 
cause of drop-outs. 

The report of Dr. Dinning caused consid- 
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and the Association of American Medical Colleges, Evanston, Ill. 


erable discussion concerning the value oi the 
MCAT scores as predictors of the successful 
completion of the courses in the medical 
curriculum. It was the consensus of the 
group that a more extensive study of such 
possible relations would be of value. This 
report is the result of such a study, and it is 
published not only because of its content 
but also because it illustrates a type of co- 
operative research that can be carried out 
among medical schools without too much 
effort or difficulty. The purpose of the study 
was to detect possible relationships between 
the performance of students on the several! 
sections of the MCAT and their subsequent 
success in medical school as measured by the 
criterion of having satisfactorily completed 
the major courses in the medical school cur- 
riculum. 

Method of data collection —Fourteen. 
schools in the Southern Association were se- 
lected as a representative sample. and the 
class entering these schools in 1952 was 
chosen as the one to be studied. The sample 
studied included 1,224 students. The indi- 
vidual scores for all sections of the MCAT 
for each student enrolling in these schools 
were furnished by the Association of Ameri- 
can Medical Colleges. These lists were sent 
to each participating school, and they fur- 
nished data concerning courses failed by 
each student, the students who repeated a 
year’s study, and the students who with- 
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drew from school, together with the reason 
for withdrawal. These data covered the 4 
years this class was enrolled in medical 
school. In addition, other data were fur- 
nished, but no attempt has been made yet to 
analyze the additional data. The schools in- 
dicated, in most cases, which courses they 
considered major and which ones minor. 
When no such indication was given, we ar- 
bitrarily selected 55 clock hours as the divid- 
ing line between these two categories. All 
data which have been expressed as percent- 
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separation of the schools into two clusters on 
the basis of the following mutually exclusive 
progress classifications: regular students, 
i.e., those who graduated without any ir- 
regularity in their progress through medical 
school; those students who failed one major 
course in the 4 years; those students failing 
two or more major courses; those students 
repeating 1 year of the curriculum; and 
those students withdrawing from school. 
Inspection of the data given in Table 1 
reveals several ways in which the schools of 


TABLE 1 
DISTRIBUTION OF STUDENTS BY PROGRESS CLASSIFICATION 
REGULAR Owe FArLure Two Fartures REPEATERS WITHDRAWALS 
ScHOOL N % N % N % N % N % N 
Cluster I 
A 48 56 10 11 10 11 9 10 10 12 
B 61 67 5 6 3 3 7 8 14 16 
Cc 36—s 69 7 13 0 0 0 0 9 17 
D 43 75 1 2 0 0 7 12 
E 82 71 0 0 0 0 12 10 22 19 
F 122 80 3 2 0 0 7 5 19 13 
G 79 20 «#15 13 «10 2 2 13 «110 
Totals: 471 69 51 8 27 4 37 5 94 #14 680 
Cluster II 
H 67 93 0 0 0 0 0 0 5 7 
I 66 92 1 1 0 0 0 0 5 7 
J 90 90 5 5 0 0 0 0 5 5 
K 54 91 2 3 0 0 2 3 2 3 
L 93 O4 0 0 0 0 0 0 6 6 
M 75 83 5 6 1 1 2 2 7 & 
N 47 92 1 2 0 0 0 0 3 6 
Totals: 492 90 14 3 1 0.2 4 0.7 33 6 544 
TOTALS: 96: 79 65 5 28 2 41 4 127 10 1224 


N = Number of students. 


ages have been rounded off to the nearest 
whole number. 

Analysis of data.—As a preliminary to the 
analysis of the data, the results from the 
fourteen schools were tabulated on the basis 
of several classifications of the progress of 
the students through the medical curriculum 
and without reference to the scores attained 
on the MCAT. Inspection of such a tabula- 
tion of the data revealed the possibility that 
the schools might be divided into two dis- 
tinct and separate categories or clusters on 
the basis of differences in the student prog- 
ress classifications. Table 1 gives such a 


the two clusters differ. These differences are 
seen most strikingly in the sub-total per- 
centages for the two clusters, particularly 
the differences in the “Two or More Fail- 
ures,” “Repeater,” and ‘‘Withdrawal” clas- 
sifications of student progress. In the Cluster 
I schools, 27 students (4 per cent) failed two 
or more courses in the 4 years, while in the 
Cluster II schools, only one student (0.2 per 
cent) failed two or more courses. The dif- 
ferences between the two clusters of schools 
are equally impressive in the other progress 
classifications. It is of great interest that in 
the Cluster I schools an average of only 69 
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per cent (range: 56-80 per cent) of the stu- 
dents enrolled as freshmen in 1952 com- 
pleted medical school without some irregu- 
larity in their progress through the curricu- 
lum, whereas in the Cluster IT schools an 
average of 90 per cent (range: 83-94 per 
cent) completed the curriculum without ir- 
regularities. 

- Table 2 gives the data illustrating the dif- 
ferences in the successful completion of the 
medical curriculum and a breakdown of the 
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resents perhaps samples of two distinct pop- 
ulations of schools. Therefore, we must ex- 
amine each sample, represented by each 
cluster, for relationships that may exist be- 
tween the scores attained on the MCAT and 
the progress of the student through the cur- 
riculum. In addition, we must determine 
whether a difference exists between the two 
clusters with respect to the MCAT scores 
attained by the students of the several 
schools. 


TABLE 2 
DISTRIBUTION OF STUDENTS BY WITHDRAWAL CLASSIFICATION 


GRADUATES 


ScHOOL N % 


ACADEMIC Non-ACADEMIC 
WITHDRAWALS WITHDRAWALS 
N % N % N 


Cluster I 


77 
76 
43 
50 


Totals: 


4 
7 
3 
3 
19 
10 
6 


le 


+ 
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52 


Cluster IT 


67 
67 
95 
58 
93 
83 
48 


511 


TOTALS: 1097 
N = Number of students. 


Totals: 


“Withdrawal” category between the two 
clusters of schools. The differences between 
the two clusters of schools are also strikingly 
revealed by these data. In the Cluster I 
schools only 86 per cent (range: 81-89 per 
cent) of the students admitted graduated, 
while in the Cluster II schools 94 per cent 
(range: 92-97 per cent) graduated. Note 
also that the “Academic Withdrawal”’ rate 
in Cluster I is nearly 3 times that in Cluster 
II, and the rate for ‘‘Non-Academic With- 
drawals” is twice that of Cluster II. 

It is obvious that the sample chosen for 
study is not homogenous but in reality rep- 
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MCAT distribution for the clusters.—The 
percentage distribution for a number of 
ranges of MCAT scores for the two clusters 
was calculated. Chart 1 gives this distribu- 
tion of ranges of scores for the two clusters 
for the four sections of the MCAT, as well as 
for the averages of two combinations of 
MCAT scores. In spite of a tendency for 
skewness to the right in Cluster I and for 
skewness to the left in Cluster II, it will be 
seen that the distribution is relatively nor- 
mal for both clusters. To determine whether 
there is a real difference between the MCAT 
scores for the schools of the two clusters, the 
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differences between the mean values of the 
scores on the four sections of the MCAT 
were compared by Students “‘7’”’ test. The 
mean values for the scores, in two-digit fig- 
ures only, are given on the right of Chart 1, 
together with the probabilities. The differ- 
ences in mean values on the four sections of 
the MCAT between the two clusters of 
schools are relatively small; nevertheless, 
they are significant and show that on the 
average the schools in Cluster II admitted 
students with higher MCAT scores in the 
various sections of the test: 

Comparison of the two clusters in the low 
MCAT score range.—The demonstration 
above that Cluster II schools admitted stu- 
dents with significantly higher scores on the 
MCAT than Cluster I schools raised the 
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obvious question whether or not the greater 
percentage of regular students in Cluster II 
could be due primarily to the fewer number 
of students in the lower MCAT ranges ad- 
mitted to the Cluster IT schools. If this were 
the case, the apparent difference between 
the two clusters of schools would be ex- 
plained, and in reality there would be no es- 
sential difference between the two clusters 
when comparable samples were examined. 
To test this, a comparison was made be- 
tween the two clusters for that group of stu- 
dents having MCAT scores below the 23 
percentile level. Table 3 shows the tabula- 
tion of these data. As would be expected, the 
percentage of students of Cluster II schools 
in the low MCAT range is appreciably less 
than for the Cluster I schools. Nevertheless, 


PERCENTAGE DISTRIBUTION OF MCAT SCORES 


EJCLUSTER I (680 students), CLUSTER 1 (5464 stuents) 


CLUSTER I 


PERCENTAGE DISTRIBUTION 
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(Average scores used on two bottom graphs) 


Cuart 1.—Percentage distributions of medical college admission test scores of the class entering in 
1952 in 14 southern medical schools. 
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it is obvious that there is still a striking dif- 
ference between the clusters in the percent- 
age of regular students even in this low 
MCAT range. This is true for all sections of 
the MCAT. For illustration, only 54 per 
cent of the students in Cluster I schools with 
a Quantitative Ability score below 425 re- 
mained regular through the 4 years of medi- 
cal school, while 87 per cent of such students 
in the Cluster II schools remained regular. 

These results show that there is a funda- 
mental difference between the schools of the 
two clusters as regards student progress. 
The difference cannot be explained entirely 


TABLE 3 


DISTRIBUTION OF STUDENTS WITH MCAT 
SCORES BELOW 425 (23 PERCENTILE) 


REGULAR 
N % N % 
Cluster I 
Verbal ability 186 27 112 60 
Quantitative ability 186 27 101 54 
Understanding modern 
society 183 27 113 62 
Science achievement 180 26 108 60 
Cluster IT 
Verbal ability 119 22 102 86 
Quantitative ability 83 15 72 «87 
Understanding modern 
society 98 18 89 91 
Science achievement 86 16 75 87 


N = Number of students. 


by the higher mean MCAT scores of the stu- 
dents admitted to the Cluster IT schools. 
Comparison of three MCAT ranges for 
academic difficulties —To test for the possi- 
bility that academic irregularity is related to 
the performance on the MCAT, the data 
were tabulated according to the causes of 
student irregularity and for three ranges of 
MCAT scores. The classes of student prog- 
ress used were: “Regular,” “Academic Dif- 
ficulties,” ‘‘Academic Withdrawals,” and 
“Non-Academic Withdrawals.” The three 
ranges of MCAT scores used for the four 
sections of the MCAT plus combinations of 
Verbal Ability plus Quantitative Ability and 
Verbal Ability plus Science Achievement 
were: 425 and below, 430-515, and 520 and 
above. The “Academic Difficulties” cate- 
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gory included all students failing one or 
more courses or repeating a year. The data 
are presented in Table 4. 

When one compares the two lower ranges 
of MCAT scores for the Cluster I schools 
there was an appreciable difference in the 
percentage distribution of students in the 
“Academic Difficulties” category for the 
Quantitative Ability and the average of 
Verbal Ability plus Quantitative Ability 
sections of the MCAT; otherwise, the differ- 
ences in percentage distribution of students 
for the two lower ranges of MCAT are non- 
existent or small in this category of student 
progress. Without exception, in the “Aca- 
demic Withdrawals” category of irregularity 
there was a considerable difference in the 
percentage distribution of students for the 
two lower ranges of MCAT scores for all 
sections of the MCAT. At least twice the 
percentage of students in the “425 and be- 
low” range withdrew for academic reasons 
when compared with the “430-515” range 
of scores. In contrast, no very remarkable 
difference in percentage distribution of stu- 
dents for the three ranges of scores will be 
seen for the ““Non-Academic Withdrawal” 
category. However, it is of some interest 
that the highest rate of “Non-Academic 
Withdrawal” occurred in the highest MCAT 
range of scores (520 or higher) for all sec- 
tions of the MCAT, except Science Achieve- 
ment, where the lowest rate was in this range 
of scores. 

For the Cluster I schools, the lowest rate 
of students graduating without irregularity 
will be found in the lowest range of MCAT 
scores (425 and below). For the several sec- 
tions of the MCAT the percentage of regular 
students in the lowest range of MCAT scores 
was never more than 62 and was as low as 54 
per cent for the Quantitative Ability sec- 
tion. Of equal interest, perhaps, is the fact 
that, even in the highest range of MCAT 
scores (520 or higher), only 83 per cent, or 
less, of the students of Cluster I schools were 
regular. 

The probability of chance occurrence of 
the distribution of students for Cluster I 
schools, as recorded in Table 4, was deter- 
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TABLE 4 
DISTRIBUTION OF STUDENTS WITH ACADEMIC DIFFICULTIES FOR THREE MCAT RANGES 


AcapEeMic ACADEMIC Non-ACaADEMIC 
MCAT REGULAR DIFFICULTIES WITHDRAWALS WITHDRAWALS 
RANGE N % N % N % N % 
Cluster I 


Verbal Ability 
27 15 
19 7 
6 3 
Quantitative Ability 
28 15 
16 6 
8 4 
Understanding Modern Society 
20 24 13 
20 11 4 
11 17 7 
Science Achievement 
18 28 16 
21 17 > 24 
9 7 4 7 
Verbal Ability + Quantitative Ability (average) 
37 23 26 16 10 6 
56 18 20 6 16 5 
22 11 6 3 16 & 
Verbal Ability + Science Achievement (average) 
32 20 28 18 9 6 
67 20 19 6 18 5 
16 9 5 3 15 


Cluster 


Verbal Ability 
<425 3 


>520 : 2 . 24! <0.25>0.2 


Quantitative Ability 

<425 5 
430-515 3 1 
>520 7 3 
<425 
430-515 
>520 


2 
8 4 11 : 
4 2 6 : : <0.5>0.3 


Scierce Achievement 


; 2 5 6 4 
430-515 8g 4 2 1 11 
9 7 


4 
3 
4 
Understanding Modern Society 
5 
3 
3 


<425 2 


>520 4 3 4 <0.2>0.1 
Verbal Ability + Quantitative Ability (average) 
<425 : 6 s 5 7 
430-515 KX 6 2 3 1 11 4 
>520 200 7 3 6 3 7 3 7: <0.1>0.05 
Verbal Ability + Science Achievement (average) 
<425 67 3 4 4 5 3 4 
430-515 245 10 4 5 2 8 3 
>520 180 6 3 5 3 8 4 9. 44s <0.8>0.75 
N = Number of students, 


ARTE 
<425 112 60 

430-515 191 68 
>520 168 78 30.960 <0.001 

<425 10154 
430-515 196 73 
>520 174 «7 36.977 <0.001 
<425 113 62 
430-515 177, 70 

>520 181 74 23.655 <0.001 
<425 108 60 
430-515 205 66 
>520 158 83 39. 203 <0.001 
<425 89 55 
430-515 224071 

=i >520 158 78 37.990 <0.001 
<425 91 (57 

430-515 230 69 

>520 15081 47.1168 <0.001 

4 5 
F 8 4 
3.819 <0.75>0.7 
133 
5 
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mined by the Chi Square technique. The The effect of two arbitrarily chosen cut-off 
probability was less than 1 in 1000 for all points for MCAT scores.—The significant re- 
sections of the MCAT tested. Therefore, we lation demonstrated between the MCAT 
conclude that there is a significant relation- scores and the progress of the students in 
ship between the MCAT scores attainedand Cluster I schools suggested that the effect be 
the progress of the student through the med- analyzed of applying a cut-off point for 
ical curriculum in the schools of Cluster I. MCAT scores. Thus, the effect of eliminat- 
The most outstanding relationship between ing students with MCAT scores of 425 or 
MCAT scores and student irregularity was _ below, on the one hand, or with scores of 485 


TABLE 5 


THE EFFECT OF ELIMINATING STUDENTS WITH MCAT SCORES 
BELOW TWO ARBITRARILY CHOSEN SCORES 


Non- 


ToTaL ACA- 
ACADEMIC ACADEMIC DEMIC 
ONE OR MORE DIFFI- WITH- WITH- 
TOTAL ° REGULAR PAILURES REPEATERS CULTIES DRAWALS DRAWALS 
N % N % N % N % N % N % N % 
Cluster I 
> 200 78 12 42 6 


Verbal Ability 


27 9 9 3 36 10 3 


Quantitative Ability 
>430 494 73 370) 50 10 20 4 70 «14 24 
>490 


>430 
>490 


73 
43 


30) 6 
45 226 3311 10 3 43 14 5 5 20 


Understanding Modern Society 
>430 497 73 672 78 28 6 | 
>490 346 51 253 73 34 10 14 4 48 14 19 6 26 «8 


Science Achievement 
>430 500 74 36373 58 12 82 16 24 
>490 280 41 212 31 11 38 17 6 


Verbal Ability + Quantitative Ability (average) 
>430 518 76 382 74 4 78 «15 26 32 6 
>490 306 45 237 78 31 10 8 3 39 13 11 4 19 6 


Verbal Ability + Science Achievement (average) 
>430 520 77 380 8616 33 
>490 293 43 29 «#10 3 «612 3 20 


N = Number of students. 


found in the ‘Academic Withdrawal” cate- or below, on the other hand, were studied. 
gory of irregularity. The results of this analysis are given in 
As shown in Table 4, no trend in the dis- Table 5. For convenience of comparison, the 
tribution of students between the three distribution for all students of Cluster I 
ranges of MCAT scores could be seen for the schools (MCAT scores > 200) is given on 
Cluster IT schools. Also, the Chi Square val- the first line of Table 5. This manipulation 
ues indicate that the probability of chance was not applied to the schools of Cluster II, 
occurrence of the distribution, as recorded _ since no significant relation had been demon- 
is so high that we conclude there is no sig- strated between the MCAT scores and the 
nificant relationship between MCAT scores progress of the students in the Cluster IT 
and the progress of the students in Cluster schools. 
II schools. Elimination of all students in Cluster I 
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schools with MCAT scores of 425 or below, 
i.e., elimination of from 23 to 27 per cent of 
the students in these schools, increased the 
percentage of regular students by from 3 to 6 
per cent, depending on the section of the 
MCAT being examined. However, the 
changes in percentage, brought about by the 
elimination of these students, were slight for 
the other progress classifications. Eliminat- 
ing all students in the Cluster I schools with 
MCAT scores of 485 or below, i.e., eliminat- 
ing from 49 to 59 per cent of the students in 
these schools, changed the percentage fig- 
ures appreciably in a few of the sections of 
the MCAT for the several categories of stu- 
dent progress; but in the majority of in- 
stances the changes were slight. 


DISCUSSION 


Further examination of the effect of ap- 
plying an arbitrarily selected cut-off point 
for the MCAT scores raises some question 
concerning the wisdom of this procedure. 
Applying a cut-off point of a score of 425 or 
below to the students admitted to the Clus- 
ter I schools means that from 24 to 28 stu- 
dents, depending upon the MCAT section 
chosen, who withdrew subsequently for aca- 
demic reasons would not have been ad- 
mitted. Although it is true that approxi- 
mately one-half of the students in Cluster I 
schools who withdrew for this reason fell in 
the low MCAT category, it is also true that 
the application of the cut-off would mean 
that from 123 to 150' students who gradu- 
ated subsequently would not have been ad- 
mitted, and, of these, 89-113 students grad- 
uated without academic difficulties as de- 
fined here. Certainly, other things being 
equal, if these schools had filled their places 

' The ranges of figures are necessary because the 
actual figures differ for the several MCAT sections. 
As an example: applying the cut-off of 425 or below 
to the “Verbal Ability plus Science Achievement” 
MCAT section means that 160 students would not 
have been admitted (see Table 5). Of these, 37 with- 
drew for one of the two reasons given (difference be- 
tween 94 withdrawals for all students and 57 for 
those with MCAT scores > 430). Thus, 123 of these 
students graduated, and 91 of them graduated with- 
out difficulty (difference between 471 regular for all 


students and 380 regular for those with MCAT 
scores > 430). 
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in the class with individuals who had higher 
MCAT scores, the results given here indi- 
cate that there would have been fewer aca- 
demic problems. However, if the choice were 
between not filling places or selecting stu- 
dents with the lower MCAT scores, one 
could question the wisdom of the application 
of a cut-off for the MCAT scores. In Cluster 
II schools there is little or no justification 
for the application of a MCAT cut-off. 

These data are presented not as absolute 
criteria that can be applied to every school, 
for we have seen that, based on this sample, 
there are at least two types of schools with 
respect to the single characteristic of “Aca- 
demic Difficulties.’”’ However, the data illus- 
trate an approach that may be used by each 
school in analyzing its own data covering a 
sufficiently large sample to be significant. 
Also, it must be pointed out that other fac- 
tors which might affect the distribution of 
students in the several classifications have 
not been considered. One such factor is the 
undergraduate performance record of the 
students as reflected by the Grade Point 
Average. Data are available for such a 
study, and we hope such an analysis can be 
made. 

An obvious question is, “What accounts 
for the difference between the two types of 
schools with respect to the ‘Academic Dif- 
ficulty’ category?” An examination of the 
component schools of the two clusters re- 
veals no obvious reasons that would have 
led to a prediction of the clustering. There 
was no striking geographic difference be- 
tween the clusters. In Cluster I there were 
three tax-supported schools and four private 
schools; in Cluster II the distribution was 
four and three, respectively. In the Cluster I 
schools the mean and standard error for the 
ratio applicants/actual admissions was 
6.39 + 1.678, while for Cluster IT schools 
the value was 6.19 + 1.755. The same val- 
ues for the ratio applicants/stated class size 
was 5.98 + 1.663 and 4.55 + 1.72, respec- 
tively. Neither of these differences is sig- 
nificant; so the difference between the clus- 
ters cannot be explained on the basis of a 
relatively larger group of applicants for 
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either cluster. Some other possible factors 
that may be considered are: 

1. The Cluster IT schools attract students 
with greater aptitude. We have seen that the 
mean MCAT scores for Cluster IT schools 
are slightly, but significantly, greater than 
those for Cluster I. However, this cannot be 
the only explanation. As an illustration, if 
we compare the two clusters in the Verbal 
Ability section for the 25 percentile group, 
we see that Cluster I schools admitted 186 
students in this category and that only 60 
per cent of these were regular, whereas Clus- 
ter IT schools admitted 119 students in this 
category but 86 per cent of these were regu- 
lar (Table 3). The same comparison is true 
for all sections of the MCAT. 

2. The students in Cluster IT schools are 
better prepared for the study of medicine. 
No data are available as yet to evaluate this 
factor. 

3. There is a significant difference in the 
quality of instruction between the schools of 
the two clusters. 

4. The standards for progress of the stu- 
dent are lower in Cluster IT schools. 

Surely it would be an over-simplification 
to look for a single characteristic that would 
distinguish these two types of schools with 
respect to student progress. However, one 
can suggest that each school will take the 
information presented here as a stimulus 
and guide for a critical self-evaluation of the 
factors discussed here. 
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SUMMARY 


With respect to the regularity of student 
progress through the four years of the medi- 
cal school curriculum, medical schools may 
be divided into at least two classes—a low 
degree and a high degree of regularity of 
progress. In the class characterized by the 
lesser degree of regularity of student prog- 
ress (Cluster I), the academic irregularities 
are significantly related to the students’ 
scores on the MCAT. It appears that the 
Quantitative Ability section of the MCAT 
and the average of Verbal Ability and Quan- 
titative Ability are somewhat more dis- 
criminating than the other sections with ref- 
erence to academic irregularity. In the class 
of school characterized by the greater degree 
of regularity of student progress (Cluster 
II), there is no significant relationship be- 
tween the academic irregularities and the 
students’ scores on the MCAT. 
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University Surgical Residents’ Conference 


A Report on a New Concept and the 


Inaugural Meeting 


SEYMOUR I. SCHWARTZ, M.D.,* and W. J. MERLE SCOTT, M.D.t 
University of Rochester, School of Medicine and Dentistry, Rochester, New York 


The concept of a conference for the senior 
residents in a given specialty from the uni- 
versity medical centers throughout the 
country is a new one. The inaugural meeting 
of the Conference of University Surgical 
Residents took place on May 7, 8, and 9, 
1959, under the sponsorship of the Depart- 
ment of Surgery of the University of Roches- 
ter School of Medicine and Dentistry, with 
73 residents representing 56 medical centers. 
The unequivocal success of this initial meet- 
ing has led to the establishment of plans for 
the conference to rotate on an annual basis 
to major university surgical centers through- 
out the country. The enthusiasm for its con- 
tinuance prompts a discussion of this con- 
cept and a report of the proceedings of the 
inaugural conference. 


PURPOSE 


The purpose for the proposal of “‘still an- 
other meeting” for a specialty which is re- 
plete with organizations which meet an- 
nually is considered threefold: First, to pre- 
sent before a group of men, who have com- 
pleted 4-5 years of surgical training, usually 
in a single institution, the trends of surgical 
management in other medical centers. Sec- 
ond, to provide the opportunity for the dis- 
cussion of the problems associated with the 
residency training of a surgeon. Third, to 

* Assistant Professor of Surgery, Conference 
Chairman. 


t Professor of Surgery, Chairman Department of 
Surgery. 


create an environment for future leaders of 
surgery to become acquainted with one an- 
other at an early stage of their academic 
development. 

Management of clinical problems.—In the 
realm of surgery a variety of outstanding 
organizations successfully promulgate surgi- 
cal knowledge. Under the guidance of the 
accepted leaders in the field of surgery, clini- 
cal concepts and experiences are dissemi- 
nated from a senior level. The presentations 
are formal and rightly serve as a firm foun- 
dation for the modern practice of surgery. 
In 1941 the Surgical Forum was established 
by the American College of Surgeons to offer 
the opportunity for young men engaged in 
research on surgical problems to present 
their work before an audience. The result 
has been “a rich and varied offering of pa- 
pers, representing the most original thinking 
and creative effort in surgery” (1). How- 
ever, there has been no opportunity for the 
young man undertaking residency training 
in surgery to bring forth for discussion the 
current management of clinical problems 
practiced in his institution and, more impor- 
tant, to compare these with procedures ad- 
vocated in other medical centers. 

The Halstedian surgical training pro- 
gram, having as its basis increasing respon- 
sibility in a single institution, has flourished 
with obvious success in all our major univer- 
sity centers. However, single institution 
training with the associated exposure to a 
limited number of teachers, who more fre- 


273 


‘ 
q 
a 
+ 
He 


274 Journal of Medical Education 


quently than not agree with one another, is 
fertile soil for surgical provincialism. An in- 
formal exchange of ideas with men of equiv- 
alent experience is a step to a more cosmo- 
politan and effective approach to medical 
problems. 

Problems of surgical residency.—The sen- 
ior surgical resident is the individual most 
totally cognizant of the problems experi- 
enced during the residency training program 
at his parent institution. He has recently 
encountered these problems and has hoped 
for their correction. The present surgical 
resident in the near future becomes a univer- 
sity staff surgeon and in the distant future 
may become endowed with the responsibil- 
ity of a residency program. All improve- 
ments for the benefit of the residents in 
training will emanate not from the men in 
training, but from cognizant and concerned 
“residents of the past.” An open discussion 
between senior surgical residents provides 
for the individual resident an acquaintance 
with other programs and their problems and 
the solutions which have been proposed or 
accomplished. The resident gains some satis- 
faction in the realization that the problems 
which he has endured have been experienced 
by others. The represented surgical service 
benefits when the resident returns with a 
more panoramic view of problems of resi- 
dency training and in some instances with 
suggested solutions. 


REPORT OF INITIAL MEETING 


Fifty-six medical centers were repre- 
sented by 73 senior surgical residents. Sev- 
eral schools elected to send more than one 
representative for a variety of reasons. 
When the University Surgical Department 
was responsible for more than one major 
hospital, the chief resident of each hospital 
attended the meeting. A few departmental 
chairmen considered it advantageous to 
sponsor the present chief resident and the 
incumbent resident in order to establish a 
continuity for future meetings. The group 
was made of men who had completed 4 or 
5 years of residency training. Many had al- 
ready made plans for joining the faculty of a 
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medical school, and several planned to enter 
practice, but maintain a part-time affiliation 
with the Department of Surgery of the med- 
ical school in their community. 


SCIENTIFIC PROGRAM 


The scientific program was organized by 
the surgical staff of the host institution from 
a series of clinical topics which had been re- 
quested from the residents several months 
prior to the meeting. The subjects sub- 
mitted represented material in which either 
the resident himself or his department had 
recent experience and interest. The program 
was formulated with six major broad sub- 
jects (see Table 1), and those residents 
whose material was considered of interest 


TABLE 1 


MANAGEMENT OF CLINICAL PROBLEMS 


I. Portal Hypertension 
II. Peptic Ulcer and Esophagitis 
III. Problems of Acute Abdomen and Pancreatitis 
IV. Shock and Trauma 
V. Peripheral Vascular Disease 
VI. Carcinoma and Transplantation 


and particularly applicable to one of the 
panels were informed 1-2 months before the 
meeting which topics had been selected for 
formal presentation. 

The panels ran consecutively, and each 
was approximately of 2 hours’ duration. 
The scientific sessions were moderated by 
members of the surgical staff of the Univer- 
sity of Rochester School of Medicine and 
Dentistry. A series of four to five papers 
were delivered by the visiting residents at 
each session, thus affording the opportunity 
for 28 residents to present their material. 
These presentations usually were discus- 
sions of the current surgical management in 
the medical centers represented. In some in- 
stances, the natural history of the disease in 
question or diagnostic techniques were em- 
phasized, but most of the papers centered 
around the philosophy behind the surgical 
approach advocated and at times a descrip- 
tion of technique. 

The formal papers, similar in type to 
presentations at major surgical meetings, 
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served as a‘basis for an informal, searching, 
and at times provocative discussion by the 
entire group. The moderators served to di- 
rect and at times catalyze discussion, but 
did not offer their opinions. Both the essay- 
ists and discussors displayed marked ma- 
turity in their advocating a particular ap- 
proach to controversial medical problems. 
Sound physiology and thoughtful statistical 

analysis rather than dogma formed the 
foundation of all discussion. 


PROBLEMS OF SURGICAL RESIDENCY 


The attending residents were divided into 
five groups of fourteen to fifteen, with each 
panel consisting of resident representatives 
from all parts of the country, so that each of 
the simultaneously conducted round-table 
discussions contained a geographic cross- 
section. 

Major subjects discussed in each group 
were: 


A. The problem of the declining ward pa- 
tient census 

B. The length and components of the resi- 
dency training program 

C. Finances 


A. Problem of declining ward patient cen- 
sus.—Concomitant with an increase in the 
insured population through the northern 
states, there has been a significant decrease 
in the ward patient census. Although this 
situation is not prevalent in the southern 
states at present, it is apparently looming on 
the horizon. In addition to the increase in 
percentage of insured population, the estab- 
lishment of numerous Veterans Administra- 
tion hospitals and, in several states, the pro- 
vision for care of the so-called “ward pa- 
tient” by smaller peripheral hospitals have 
intensified the problem. There was a una- 
nimity of opinion that this problem has been 
assuming increasing proportions, and pro- 
jection into the future dictates the need for 
present planning to meet the critical situa- 
tion. 

The deficit in ward patients has been and 
should continue to be corrected in several 
ways. In certain medical centers, the inclu- 
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sion of a Veterans Administration hospital 
has greatly increased the availability of 
cases for the residents. In other instances, 
the use of private cases has helped satisfy 
the need. However, this was considered to be 
of limited value, since the resident could not 
have ultimate responsibility. A major in- 
crease in the residents’ case material could 
be satisfied by the “unassigned insurance 
patient,” that is, the patient with insurance 
who enters the hospital without requesting a 
particular private physician. In many uni- 
versity centers, the “unassigned insurance 
patient” who presents to the emergency de- 
partment for surgical therapy is automati- 
cally considered a residents’ case. Other in- 
stitutions give the senior surgical resident a 
service equivalent to the attending men, and 
the resident is assigned patients in rotation 
on a basis equivalent to the staff surgeons. 
In these instances, the senior resident is usu- 
ally dubbed with the more euphonic title of 
Instructor in Surgery. It was felt that the 
problem of the “unassigned insurance pa- 
tient”’ must be resolved overtly between the 
university and the local medical and surgical 
societies. 

B. Length and components of the residency 
training program.—In general, the residency 
programs have varied between 4 and 5 years 
subsequent to an internship. The majority 
considered a 4-year residency program sub- 
sequent to internship equitable and suffi- 
cient for the training of a general surgeon. 
In most instances, thoracic training was in- 
cluded under the general title of “general 
surgery”; however, only a small portion of 
the residents were qualified in both general 
and thoracic surgery, and this group was 
made up of those who spent the additional 
fifth year in training. The group was of the 
opinion that the general surgical program 
should continue to include instruction in the 
various subspecialties. Some concern was 
expressed that, with the advent of stronger 
and more vigorous subspecialties, the gen- 
eral surgeon may be relegated to the role of 
an intestinal surgeon, and this situation is to 
avoided. All the surgical programs repre- 
sented were essentially of the Halstedian 
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type in which there was a graded responsi- 
bility, and there was extreme satisfaction 
with such a philosopay of surgical training. 
The role of research in the residency training 
program was discussed, and it was felt that, 
although this experience was extremely ben- 
eficial in the maturation of some residents, it 
should not be an obligate component to the 
residency training program but rather an 
elective period. 

C. Finances.—It was impressive that a 
frank discussion brought out the fact that 
over 80 per cent of the residents were in sig- 
nificant debt at the termination of their resi- 
dency. It was proposed that a $400 to $450 
per month stipend should be the minimal 
salary, since this would avoid debt and al- 
low for the maintenance of a necessary term 
insurance policy program. It was also of in- 
terest that many hospitals held the individ- 
ual resident responsible for his malpractice 
insurance. This should certainly be provided 
by the hospital or university. The sources of 
finances for the residents’ salaries were dis- 
cussed. The expressed opinion was that the 
university should contribute to the resi- 
dents’ salaries, since they do devote a seg- 
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ment of time to teaching medical students. 
Hospitals should contribute in view of the 
services afforded by the residents to the hos- 
pitalized patients. Clinical training grants 
can be used as a final source to augment the 
income. The question was raised whether the 
staff surgeons should contribute in view of 
the service rendered to them by their resi- 
dent staff, and the response of the group was 
negative. 


SUMMARY 


The concept of the conference of senior 
residents in surgery from university medical 
centers throughout the country has been dis- 
cussed and the inaugural meeting of the- 
“Conference of University Surgical Resi- 
dents” reported. The success of this initial 
meeting has resulted in enthusiasm for con- 
tinuance of such a conference on an annual 
basis, and it is suggested that this concept be 
applied to other medical specialties. 
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Faculty Attitudes toward Experiences with a 
Revised Program of Medical Education 


MILTON J. HOROWITZ, Ph.D.,* and FREDERICK HERZBERG, Ph.D.t 


Division of Research in Medical Education, School of Medicine, Western Reserve 
University, Cleveland, Ohio 


In 1952, the School of Medicine at Western 
Reserve University initiated an experimen- 
tal program in medical education. The fac- 
ulty introduced extensive changes in cur- 
riculum and teaching methods (2, 4, 6, 7) 
and also recognized the importance of estab- 
lishing some means for evaluating whether 
the new program was achieving the desired 
results. At the beginning of the program, 
therefore, a Subcommittee on Evaluation 
and, later, a Division of Research in Medical 
Education were established with the respon- 
sibility of recommending and conducting ap- 
propriate studies in the evaluation of the 
program (3). 

The difficult problems associated with the 
evaluation of professional education were 
recognized to include: inadequacies of cri- 
teria on which to make judgments, the 
crudeness of research methods in the assess- 
ment of individual or institutional behavior, 
the complexity of the responses of the indi- 
vidual “medical student,” and the enormous 
number of variables in the process called 
“medical education.” Preliminary studies 
were made of certain parts of the program, 
and in student responses over a period of 4 
years of the program and after graduation. 
These observations are continuing (3). 

A study of faculty opinion had not been 
attempted but was considered as one ap- 
proach to evaluating the program. Faculty 

* Asst. Prof. of Psychology, Dept. of Psychiatry, 


and Associate, Division of Research in Medical Edu- 
cation, School of Medicine. 


t Assoc. Prof. of Psychology, Dept. of Psychol- 
ogy, and Associate, Division of Research in Medical 
Education, School of Medicine. 


opinion had been responsible for the changes 
made in the program from year to year as 
strengths and weaknesses appeared. Changes 
in teaching methods, curriculum, the treat- 
ment of the student, and administration ap- 
peared to be traceable to faculty opinions 
and judgments. These opinions had been 
recorded at numerous faculty meetings, 
committees, and other groups, but no broad 
single study of faculty opinion had been 
made. 

Partly to help make explicit this informal 
body of opinion and partly to conduct a type 
of program evaluation, a study of faculty 
opinion was made in the Spring of 1959, to- 
ward the end of the seventh year of the pro- 
gram’s operation. This survey was con- 
ducted as part of the preparation for the 
Ninth Conference on Medical Education! 
held annually by members of the faculty in 
June. This conference is designed for the 
presentation of opinions and experiences 
with the program that have occurred during 
the year. A questionnaire on faculty opinion 
concerning the revised program fitted in well 
with the agenda and permitted the first fac- 
ulty-wide assessment of opinion. 

The questionnaire investigated three ma- 
jor problems: (a) the faculty’s image of the 
kinds of careers it envisions for the gradu- 

1 The questionnaire was evolved as the joint ef- 
fort of the Committee on Medical Education and the 
Division of Research in Medical Education at the 
School of Medicine. We are especially grateful to 
Dr. Frederick C. Robbins, Chairman of the Com- 
mittee on Medical Education, and to Drs. T. Hale 
Ham and William R. Adams of the Division of Re- 


search for their help in the development and admin- 
istration of the questionnaire. 
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ates of the School of Medicine; (6) its views 
of the strengths and weaknesses of the pro- 
gram; and (c) its views of the behavior of the 
students in the program. 

Questionnaires were administered through 
the thirteen departments in the School of 
Medicine including staff members at hospi- 
tals associated with the school. Of the 275 
questionnaires sent out, 230 (84 per cent) 
were returned. Of those returned, 78 per 


PER CENT OF FACULTY (N=230) 


BIOLOGICAL SCIENCES 


1960 


cluded to provide perspective for the find- 
ings on attitudes toward the program and 
students. 


RESULTS 


Careers.—Opinion concerning the kinds 
of careers envisioned for graduates was ap- 
proached by a question asking the faculty 
member to indicate what proportion of each 
graduating class he should like to see enter 


GENERAL PRACTICE 


SPECIALTY PRACTICE 


SPECIALTY PRACTICE & TEACHING 


A TEACHING & RESEARCH 


- 
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PROPORTION OF CLASS (PER CENT) 


Cuart 1,—Faculty responses to question: “What proportion of each class should you like to see enter 


the careers listed below?” 


cent were from full-time and 22 per cent 
from part-time staff members. More than 
half of the respondents had been associated 
with the Medical School for more than 5 
years. Of the respondents 21 per cent were 
from pre-clinical, whereas 79 per cent were 
from clinical departments. 

This paper presents some of the major 
findings of this survey. Emphasis is given 
faculty responses to questions that sample 
opinions on the program and the behavior 
of students. These findings are preceded by 
a brief description of the kinds of physicians 
the faculty believes should be turned out by 
this Medical School. The latter material is in- 


five different careers that were believed to 
cover most of the likely choices of physi- 
cians. Results are summarized in Chart 1. 

As might be expected, the faculty favored 
considerably larger numbers of graduates 
entering the fields of medical practice than 
careers in teaching, research, and the bio- 
logical sciences. However, there was far less 
agreement concerning the relative numbers 
of students to enter the field of general prac- 
tice than specialty practice (alone or in com- 
bination with teaching). As shown in Chart 
1, the distribution of opinion favoring gen- 
eral practice was notably different than for 
other careers; the curve is bimodal. The first 
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peak is a broad one in which from 14 to 17 
. per cent of the faculty believed that from 20 
to 30 per cent of each class should enter gen- 
eral practice. In the second peak, 15 per cent 
of the faculty believed that 50 per cent of 
each class should enter general practice. 
Further analysis of this peak revealed that 
28 per cent of the faculty who hold Ph.D. 
degrees (in the pre-clinical sciences) favored 
this, whereas only 13 per cent of those with 
M.D. degrees were of this opinion. Discus- 
sion of this point at the conference suggested 
that there were major differences in under- 
standing of what “general practice” meant. 
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research medicine seem to be rather large in 
comparison with recent estimates of the pro- 
portion of students (6 per cent) in a number 
of medical schools expecting to pursue ca- 
reers in teaching and research (1) and with 
data describing the proportion of active 
practitioners (3 per cent).who are in these 
careers (5). Opinions toward the program 
and the behavior of students, presented be- 
low, should be viewed in relation to this 
emphasis. 

The program and student behavior.—One 
question asked for opinion about the degree 
of success of the program in preparing stu- 


TABLE 1 
IN YOUR OPINION, TO WHAT EXTENT DOES THE CURRENT PROGRAM 
SUCCEED IN PREPARING STUDENTS IN THE FOLLOWING AREAS 
OF PERFORMANCE (OR ACHIEVEMENT)? 


Knowledge of biological sciences 
Knowledge of clinical medicine 
Self-education 

Problem solving 

Patient care 


Helping the student reach the level of 
excellence of which he is capable 


This could have contributed, in large part, 
to the bimodal distribution of opinion. 

The faculty is in relatively good agree- 
ment as to the proportion of each class to 
enter nonpractice areas. More than 80 per 
cent felt, for example, that 5-20 per cent of 
each class should enter teaching and re- 
search. Sixty-seven per cent wanted 5-10 
per cent of a graduating class to follow ca- 
reers in the biological sciences. 

It appears, therefore, that the faculty is 
most agreed on the relative numbers of 
graduates it would like to see enter aca- 
demic and research careers, somewhat less 
agreed on the proportion of students to en- 
ter the specialties, and least agreed on the 
number of students it wants to follow careers 
in general practice. The faculty’s estimates 
of those it would like to enter academic and 


Highly 
successful 


18 59 10 13 


Per CENT OF FACULTY (N = 230) 
Less than 

moderately No 
successful 


Moderately 
successful 


opinion 
17 17 
10 7 
12 11 
18 21 


19 15 


dents in several areas of performance. These 
results are presented in Table 1. 

Although it would appear from this table 
that the faculty views the program as mod- 
erately successful in the areas described, the 
nature of the distribution may be a reflec- 
tion of form of the question and of error of 
central tendency so commonly found in 
opinion ratings. Of a substantial nature, 
however, is the finding concerning self-edu- 
cation. Faculty opinion that the program 
had succeeded in preparing students for self- 
education is one of the major findings of the 
survey. Success in this area was regarded 
more unequivocally than in any other area, 
approximately one-fourth of the faculty 
members concurring that the program had 
been highly successful in this important re- 
gard. One of the major principles guiding the 
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development of the new program had been 
the expressed objective to encourage the 
student and to hold him responsible for his 
self-education, hoping that this process 
would be continued for life. 

In another attempt to assess faculty opin- 
ion of the total program, a question was 
asked whether the faculty observed any sig- 
nificant differences between students of the 
present program and those of the former 
program or students from other medical 
schools. The free responses were subjected to 
a content analysis, then divided into six con- 
tent categories, each one of which was fur- 
ther subdivided as favorable or unfavorable. 
Sixty-eight per cent of those who returned 
the questionnaire reported observing differ- 
ences; 130 (out of 230) described these dif- 


TABLE 2 
FACULTY DESCRIPTIONS OF DIFFERENCES BETWEEN STUDENTS IN THE REVISED 
PROGRAM AND FORMER STUDENTS OR STUDENTS IN OTHER MEDICAL SCHOOLS 


Marcn 1960 


ferences in some detail. These are summar- 
ized in Table 2. 

It is notable that nearly twice as many 
responses indicate that present students 
compare favorably with other groups. Stu- 
dents’ attitudes, their relationships with pa- 
tients (not a single mention was made of an 
unfavorable comparison in this category), 
and their approach to medicine were re- 
garded very positively. Favorable and un- 
favorable responses concerning qualities of 
students were evenly split, as were the rela- 
tively few comments about faculty-student 
relations. 

The only area in which spontaneous com- 
ment ran more heavily negative concerned 
knowledge and skills. The number of re- 
sponses in this area (N = 27 or about 10 per 


(130 persons recorded 241 comments) 


A. Attitudes: FAVORABLE 
60 25 


UN FAVORABLE 


On the favorable side, comments include students’ enthusiasm, ability to think independently, to take 
responsibility, desire to work together, greater enjoyment of school, lowered competitive feelings, and 


decreased grade-consciousness. 


On the unfavorable side, comments include students’ indifference, unwillingness to work unless pushed, 
over-confidence about knowledge, and tendencies toward glibness. 


B. Patient relationships: FAVORABLE 
34 0 


UNFAVORABLE 


All comments in this area are favorable. They concern two aspects of patient relationships, namely, 
interest in the “whole”’ patient and improved ability and maturity in approaching and handling patients. 


C. Approach to medicine: FAVORABLE 
31 


UN FAVORABLE 


Favorable comments on attitudes included the students’ readiness to question what was formerly 
accepted as dogma, to evaluate what they read, an awareness of the importance of research. Also, the 
student was more seriously concerned with his role as doctor and was generally more thoughtful. Some 
complimented students on their ability to be concerned with concepts rather than minutiae. 

Unfavorable comments concerned over-emphasis on the socio-psychiatric aspects of medicine. 


D. Faculty-student relations: FAVORABLE 


UNFAVORABLE 
5 


Favorable responses suggest that students have benefited from the lowering of faculty-student bar- 
riers; they are no longer afraid to approach the faculty with questions or suggestions and feel the faculty 


is working to help them! 


Unfavorable responses suggest that students have abused the lowering of this barrier; they tend to be 
less respectful to faculty and expect to have too much done for them. 


’ E. Knowledge and skills: FAVORABLE 


Fundamentals, Basic Science and their 
application 
Clinical Medicine 


F. Quality of students: FAVORABLE 


body. 


Unfavorable qualities included mediocrity and suggested a high percentage of maladjusted students. 


UN FAVORABLE 
7 27 
6 9 
UNFAVORABLE 
12 12 


Favorable qualities included mention of high intellectual ability and general high caliber of student 
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cent of the free responses) corroborated the 
finding in Table 1, namely, that about 10 per 
cent of the faculty felt that the program was 
less than moderately successful in preparing 
students in knowledge of the biological sci- 
ences. Analysis of the negative responses in 
Table 2 (N = 27) indicated that clinicians 
predominantly held this view. 

Faculty attitudes concerning students’ 
knowledge of clinical medicine bears special 
mention. In Table 1, it is suggested that, 
although most of the faculty regarded the 
program as moderately (60 per cent) or 
highly (6 per cent) successful in this area, 17 
per cent of the faculty felt that it was less 
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may be suspected again) to highly success- 
ful, about one-fourth of the respondents con- 
sistently found the program less than mod- 
erately successful in this general area. The 
relatively high percentage of “‘no opinion”’ is 
also noteworthy. It is of particular interest 
that, although opinion is so strong concern- 
ing the success of the program in preparing 
students in self-education (Table 1), there is 
considerably weaker opinion of its success in 
helping students develop critical self-per- 
spectives. 

Two questions were directed at faculty 
opinions concerning strong and weak points 
in the program itself. In one question, the 


TABLE 3 


IN YOUR OPINION, TO WHAT EXTENT DOES THE CURRENT PROGRAM SUCCEED 
IN PREPARING STUDENTS IN THE FOLLOWING ATTITUDE AREAS? 


Critically evaluating his knowledge and skills 


Critically evaluating his personal behavior 
and attitudes 


Critically evaluating his responsibility for 
self-education 


Critically evaluating his choice of a career 
in medicine 


than moderately successful. In their spon- 
taneous reactions (Table 2) a few more per- 
sons had an unfavorable than a favorable 
view of students in this area. Thus, it may 
be said that a relatively small but emphatic 
segment of the faculty (predominantly clini- 
cians) feel that there is much room for im- 
provement in students’ knowledge of clinical 
medicine. It is not known whether this reac- 
tion of the clinicians is limited to the School 
of Medicine or would be found generally. 

An area in which the faculty had shown 
great interest concerned the development of 
student attitudes toward critical self-evalua- 
tion. One question, therefore, was aimed at 
opinion regarding the success of the program 
in preparing students in these attitudes. Re- 
sponses to this question are presented in 
Table 3. 

It is immediately evident that, though 
the majority felt the program was moder- 
ately successful (errors of central tendency 


Highly 


successful 


Per CENT oF FACULTY 
Less than 
Moderately moderately No 
successful successful opinion 


4 56 25 15 


50 25 20 


10 52 24 14 


10 42 23 25 


faculty member was asked to describe the 
two features of the total program which ap- 
peared to him to be the most sound and, in 
the other, to describe the two features that 
seemed to him to be the least sound. These 
results are summarized in Tables 4 and 5. 
It is clear that subject committee teach- 
ing (correlated, interdepartmental, or in- 
tegrated teaching, all four referring essen- 
tially to the same phenomenon) is outstand- 
ing in its acceptance by the faculty as the 
soundest part of the program. Other parts of 
the program frequently regarded favorably 
are: students’ work on individual research 
projects and their early introduction to clini- 
cal medicine, faculty attitudes toward the 
program, student-faculty relations, the con- 
tinuity concept both as it applies to patient 
care and to teaching the student, preceptor 
groups, and student self-responsibility. 
Responses concerning parts of the pro- 
gram regarded as weak were more diversified 
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and less focused on specific aspects. No part 
of the program was singled out as clearly for 
unfavorable comment as was subject com- 
mittee teaching singled out for favorable 
comment. It is noteworthy that only 8 per 
cent of all the spontaneous responses agreed 
on one part of the program as weak (i.e., 
Family Clinic). 

The greatest concentration of weak fea- 
tures in the program seemed to be in these 
areas: teaching methods, emphases in teach- 
ing, evaluating the efficacy of teaching and 


I. Teaching emphases: ' 
Subject committee teaching 


Integrated teaching (also described as corre- 
lated, coordinated, interdisciplinary, etc.) 51 
Early introduction to clinical medicine and 


patient care 
Continuity concept 
Emphasis on total patient 
Flexibility, fluidity 
Small group teaching 


. Effect on student: 
Student-faculty relations 
Student self-responsibility 
Active student participation 
Lack of usual press on student 


the progress of students. Concern over 
teaching appeared to be confirmed in re- 
sponse to another question in which the fac- 
ulty was asked to indicate areas needing 
highest priority for research in education. 
Clearly, teaching methods were regarded as 
the major interests for research in education 
as shown in Table 6. 

The faculty emphasis on teaching meth- 
ods runs through many comments in the 
questionnaire. There is little question but 
that a large segment of the faculty feels that 
strides have been made in many parts of the 
teaching program (such as the subject com- 
mittee method of teaching, continuity of 
contact with students in preceptoral groups 
and in the student project). Nevertheless, 


TABLE 4 


RESPONSE TO QUESTION: IN YOUR OPINION, WHAT TWO FEATURES OF THE TOTAL 
PROGRAM ARE THE MOST SOUND? (325 RESPONSES) 


Marcu 1960 


the need is strongly felt for research in teach- 
ing methods. The clinicians especially re- 
garded this as of the highest priority. These 
findings corroborate those presented in 
Table 5, where the greatest dissatisfaction 
with teaching is found in the teaching of 
clinical subjects. 


SUMMARY 


This paper has presented the highlights of 
a survey of faculty opinion, based on a ques- 
tionnaire completed by 230 members of the 


II. Parts of the program: 


52 Projects 42 
Preceptor groups 13 

Laboratory work 7 

Free time 6 

24 Family Clinic 6 
13 Basic science 6 
9 Electives 5 
6 Clerkships 4 


. Effect on faculty: 


14 Continued interest, ef- 

12 fort, enthusiasm of 

6 faculty 18 
4 Teaching improved and 

—_— made easier 

36 Interfaculty relations 6 


31 


faculty, toward the revised program of 
medical education at Western Reserve Uni- 
versity after the program had been in opera- 
tion for 7 years. The survey intended to ex- 
plore faculty opinion in several areas. It was 
not intended as a definitive evaluation of 
faculty judgments concerning the program 
or student behavior. 

Subject committee (or integrated) teach- 
ing was regarded as the single most sound 
part of the program. Among the most favor- 
ably regarded parts of the program were: 
student projects, the early introduction of 
the student to clinical medicine, the con- 
tinuity concept in teaching and patient care, 
the preceptor method of teaching, and fac- 
ulty-student relations. 
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The program was considered to be most 
successful in helping students develop habits 
of self-education, and students were com- 
pared favorably (to students in the former 
program or at comparable medical schools) 
in patient relationships, in their approach to 
medicine, and in attitudes toward their 
work. Especially noteworthy were com- 
ments concerning students’ interests in and 
ability to relate to patients, and their capac- 
ity to assume responsibility for their educa- 
tion and to maintain enthusiasm for it. 
Some elements in the faculty considered 


I. Parts of program: 


TABLE 5 


RESPONSE TO QUESTION: IN YOUR OPINION, WHAT TWO FEATURES OF THE 
TOTAL PROGRAM ARE THE LEAST SOUND? (317 RESPONSES) 


Faculty Altitudes toward Revised Curricula / Horowits and Hersberg 283 


that the present attitudes and interests of 
the faculty should be considered one of the 
sound features of the program. 

Responses regarding the weak points of 
the program were more diversified than 
those concerning strong parts. They ap- 
peared to be more difficult to categorize and 
were less focused on specific aspects. There 
was greater agreement concerning the sound 
parts of the program than the parts consid- 
ered to be weak. This suggests that the ma- 
jor changes introduced in the revision of the 
program of medical education have not re- 


II. Teaching emphases: 


Family Clinic Teaching of clinical medicine 20 
Projects 15 Socio-psychiatric emphasis 14 
Electives 15 De-emphasis on acquisition of detailed knowledge 

Free time 11 in favor of “survey-type” knowledge 11 
Continuity Clinic s Difficulties in merging basic science and clinical 
Clerkships 6 medicine 11 
Group Clinic 4 Subject committee method 10 
Bioclinicals 4 Teaching of basic sciences 10 


III. Evaluation and examination of student performance: 


Coverage of material 9 


Lack or difficulty of evaluation 5 
Examination policy 14 
Student anonymity 6 
Student’s not knowing own standing 3 


Heavy demands on time 
Too many lectures 


Failures in motivation and evaluation 
Difficulties inherent in small group teaching 
Lack of faculty agreement and cohesion 


V. Demands on students and problems of students: 


IV. Demands on faculty and problems of teaching: 
Great number of instructors required (may reduce caliber) 
Confusion regarding the whole program 
Failure to evaluate and ensure “‘good”’ teaching 


| 


Tolerance of inadequate performance 10 
Emphasis on self-education 9 
Over-valuation of student opinion 

Not enough required of the student 


Poor student attitude 


VI. Selection and counseling: 


Student selection 


5 
5 
Lack of required attendance 4 
3 
3 


Poor discipline and lack of faculty authority 


Admission of immature or disturbed students 


Admissions, counseling, promotion 10 
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sulted in any unanimity or gross dissatisfac- 
tion on the part of the faculty with any 
single feature in the program. 

Among the program weaknesses noted by 
relatively small segments of the faculty 
were: methods of examination and evalua- 
tion of the program, the teaching of clinical 
medicine, the use of the Family Clinic, de- 
mands on faculty (time and effort) ,and other 
problems in teaching. 

As regards student performance, there 
was the feeling that the program has been 


TABLE 6 


RESPONSE TO QUESTION: WHAT TWO OF THE 
FOLLOWING SHOULD BE GIVEN THE HIGHEST 
PRIORITY AS AREAS FOR RESEARCH IN MEDI- 
CAL EDUCATION? 


PER CENT OF FAC- 
ULTY CHOOSING 


AREA 
; ARFAS First Second 

Teaching methods 45 0 
Selection of students for admission 32 16 
Evaluating student progress or 

growth 10 20 
Clarifying curriculum objectives 7 25 
Follow-up studies on performance 

of graduates 0 18 
Study of faculty attitudes toward 

education of physicians 0 13 
Examination methods 2 2 


only moderately successful in helping stu- 
dents develop self-critical perspectives. A 
small but emphatic group in the faculty be- 
lieved that students could be much better 
prepared in basic knowledge and skills, and 
other small numbers of responses recom- 
mended improvements in student attitudes. 

It may be said that the very things which 
tended to be criticized in the previous pro- 
gram of medical education, such as student 
competitiveness, anxiety about grades, and 
disinclination to work well together, ap- 
peared to have shifted in the revised pro- 
gram to a point where the faculty found 
commendable student attitudes toward 
working together, a noticeable lack of com- 
petition, and readiness of the student to as- 
sume responsibility for his own education. 
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One of the survey’s principal findings con- 
cerned the strength of opinion that the pro- 
gram has succeeded in helping students de- 
velop adequate methods of self-education. 
In view of the fact that this was one of the 
major objectives in the revision of the pro- 
gram, it may be inferred that one of the ob- 
jectives of the program had been achieved, 
at least as far as faculty opinion is con- 
cerned. 

Teaching methods and methods of evalu- 
ating student progress were given highest 
priority as areas in which research was 
needed. There was a strong interest in main- 
taining the spirit of inquiry in the teaching 
and learning process. It appeared from these 
results that after 7 years of experience with 
a revised program the faculty was now ready 
and enthusiastic to apply research methods 
to teaching itself. 


REFERENCES 


1. Association of American Medical Colleges. 
Questionnaire Analyses, 1957 Institute on 
Evaluation of the Student: The Ecology of 
the Medical Student, p. 142, table 315. 
Evanston, Illinois: AAMC. 

2. CauGcuey, J. L., Jr. Clinical Teaching dur- 
ing Four Years. J. M. Educ., 31:530, 1956. 

3. Dincie, J. H.; Brpper, T. G.; BADGER, 
G. F.; Bonn, D. D.; Ham, T. H.; Hoerr, 
N. L.; and Patrerson, J. W. An Approach 
to Evaluation of Medical Education at 
Western Reserve University. J. M. Educ., 
33:113, 1958. 

4. Ham, T. H. Methods in Development and 
Revision of a Program of Medical Educa- 

tion. J. M. Educ., 31:519, 1956. 

. Perrott, G. Health Manpower Chart Book, 
Washington: U.S. Dept. of Health, Educa- 
tion and Welfare, Public Health Service Pub- 
lication No. 511, p. 32, 1957. 

6. WEARN, J. T. Background and Philosophy of 
Experiment. J. M. Educ., 31:516, 1956. 

. Wearn, J. T.; Caucuey, J. L., Jr.; Ham, 
T. H.; Patrerson, J. W.; and Orsison, 
J. L. An Experiment in Medical Education 
at Western Reserve University. A Sym- 
posium on the Evolution of the Program, 
Trans. Assoc. Life Insurance Medical Direc- 
tors of America, 62nd Annual Meeting, 37: 
107, 1953. 


uw 


, 
' 
‘ 
. 
a 
Lela 
3 
pred 
¥ 
i 
Woe 
4 
4 
3 
7 
ae 
3. 
‘ | 
| 
Ae 
~~ 
cy 
2 
. 


IN MEMORIAM 


Edward Lewis Turner, M.D. 


7 
a 


Turner, M.D. 


1S 


= 


255 
i 
= 
| 
1 ~1960 
900-19 > 
3 
ae 


Edward Lewis Turner, M.D. 


Because of his ability to combine knowledge and experience, Dr. Edward Lewis Turner 
was exceptional in his formulation of reliable judgments. He was also exceptionally sensi- 
tive to human need and opportunities for service. The illumination of these qualities by 
an insatiable curiosity, by the ability to communicate and inspire, by imagination and 
courage, and by humility and compassion made him at once a scholar, teacher, leader, and 
servant, 

It is this cluster of attributes that carried Dr. Turner from accomplishment to accom- 
plishment: From the laboratories of Dr. A. J. Carlson to the American University of Beirut 
as a teacher of physiology, to the University of Pennsylvania for his M.D. degree, to the 
University of Chicago for training in internal medicine, and then back to Beirut as dean 
and professor of medicine. To Meharry Medical College as professor of medicine and presi- 
dent and thence for a period of private practice in Pennsylvania. To Seattle, where he 
planned and developed the School of Medicine for the University of Washington. And, 
finally, to the American Medical Association, where he served several years as secretary of 
the Council on Medical Education and Hospitals and more recently as director of the 
Division of Scientific Activities. 

It is this cluster of attributes that also made Dr. Turner a source of counsel and 
comfort to countless young people with ambitions in academic medicine—a role in which 
he was of particular significance since the retirement and death of Dr. Alan Gregg. 

Dr. Turner’s career contributed mightily to progress in the teaching of medicine—not 
only in the nation’s schools of medicine but in its hospitals as well. His intimate knowledge 
of the schools and hospitals as well as of their faculties and staffs and the care and honesty 
with which he has used this knowledge—always realistic and practical, never compromising 
principle or excellence—won for him a position of signal respect and effectiveness. 

And in these days, when medical science, practice, and education are undergoing radical 
and rapid change, leadership with his kind of effectiveness is sorely needed. 

As Dr. Turner moved from assignment to assignment, always leaving his work well 
done, each time he carried away a great measure of continuing interest and frequently one 
of continuing responsibility. As a consequence, while his satisfactions of accomplishment 
were great, his burdens of concern ever grew. And yet he always anticipated the challenges 
of the future. Not for a moment did he ever consider that his work was done. And this was 
never more true than the day he died. 

Those of us who over the years have shared in Dr. Turner’s dreams and accomplishments 
and also who have become accustomed to the clasp of his hand, the pressure of his shoulder, 
and the counsel in his voice well know whereof I speak when I say that his place in medicine 
has come to be unique and one that will always go unfilled. 


Warp Dar.ey, M.D. 
Executive Director, AAMC 
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MEDICAL EDUCATION FORUM 


Editorials 


WE HAVE A MESSAGE! 


As this Editorial is written, Christian churches are celebrating the message which Christ 
brought to earth. Across historic lands which recall the time of Christ, President Eisen- 
hower’s jet plane carries him to Delhi, Kabul, and Karachi to carry a message of peace by 
discussion supported by the friendship of the United States. Throughout the centuries, mes- 
sages borne by great leaders have changed the future of man or have promoted a common 
concern for resolving major obstacles. Nothing can replace the spoken word as a means of 
kindling friendships, rallying support, or calming suspicions. We who represent medical 
education need to kindle friendships, rally support, and calm suspicions. We, too, have a 
message; yet we do not carry our message to our friends, or even to our potential supporters. 

Our message concerns the great contributions that we have made to health and the great 
opportunities ahead for further contributions. These future contributions, however, require 
more superior medical students, more excellent faculty, more adequate financial support, 
and greatly expanded physical facilities. 

Our faculties are the first group that should hear our message. How many faculty mem- 
bers are familiar with the recent reports to the Surgeon General? How many Deans are 
discussing the dwindling supply of good students, the problems of faculty recruitment, and 
the need for more adequate financial support with their faculties? The lack of faculty 
understanding of local objectives and national needs is a problem in a majority of our . 
medical schools today. 

Our message has been communicated with least effect to another group that most needs 
to hear it—the medical profession. From ancient times, the practicing physician has as- 
sumed a responsibility to support the preparation of his successors. However, in many 
communities, some of the leaders of medical societies seem more interested in constricting 
medical schools than in fostering their fullest effectiveness. The hostility of the practicing 
medical profession appears self-perpetuating. Many physicians seem to feel that their pro- 
fessional responsibilities are to practice medicine and, concomitantly, to oppose the medical 
schools. Yet to a significant extent this attitude is based upon the aloofness of medical 
educators. We do not take advantage of opportunities to discuss our problems with our 
practitioner colleagues. 

Alumni organizations have an important role to play in spreading the message of medical 
education. A strong alumni association can pay rich dividends. The privately endowed 
schools have been active in developing solid alumni organizations; yet the tax-supported 
schools, which often have the severest headaches because of organized medicine, have been 
singularly disinterested in alumni associations. 
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Industry, too, needs to become more familiar with the message of medical education. In 
addition, our elected political representatives at municipal, state, and national levels are 
interested in our message when we give them a chance to hear it. 

Medical education is in urgent need of better communication with many groups. Our 
message must get through! 
Jonn Z. Bowers, M.D. 


SMOKE MEANS FIRE! 


Have we divided medical education so that the medical schools take responsibility for the 
undergraduate period while the American Boards are responsible for residency programs? 
We do not recall such a treaty, yet many people are deeply concerned that this dichotomy 
has transpired. The Boards have played one of the roles in improving specialty training, yet 
other groups have shared the stage. The Council on Medical Education and Hospitals and 
the A.A.M.C. have been leading protagonists, but today many fear that they have been 
relegated to understudy parts or to the chorus. 

There is obviously no easy prescription for the problem. Communication would seem to 
be a major requirement, and frank discussions between the A.M.A. Council, the A.A.M.C., 
and the Boards are urgently indicated. So much smoke means some fire, and no one can 
afford to be burned! 

Joun Z. Bowers, M.D. 


MORE ABOUT APPLICANTS 


Medical Schools rise or fall on the quality of their students. There is general concern 
about the dwindling quality and quantity of medical school applicants. Scholarships, 
fellowships, shortening the length of medical education, easing admission requirements and 
intensive recruitment programs have been suggested. The article by Potthoff published in 
this number of the Journal contains valuable reference material on the pool of medical 
school applicants. It deserves attention and your comments. 

Joun Z. Bowers, M.D. 
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FINANCIAL AID TO MEDICAL STUDENTS 


One basic approach to the understanding of medical students’ financial standing is to 
examine the facts concerning student indebtedness. Some recent findings concerning the 
experience of the 1959 graduating class are summarized below. 


MEDICAL STUDENT FINANCES 
. Number of Students in 1959 Graduating 6, 799F 
= erage Cost of Four Years of Medical School to the Students in the 1959 
$ 11,642 


3. - stimated Total Cost of Four Years of Medical School to All Students of 1959 


. Percentage of Students in 1959 Graduating Class Who Have Liabilities from 
Any Source 52% 
5. Number of Students in 1959 Graduating Class Who Have Loan Liabilities Di- 
rectly Related to Their Medical Education and Whose Total Liabilities Are 
Greater than Their Total Assets (Students Who Need Financial Assistance) , 257 
. Percentage of Above Type of Students in 1959 Graduating Class.......... 33% 
. Total Liabilities of This Group of Students $12,450,786 
. Total Assets of This Group of Students $ 2,841,716 
. Total Indebtedness (Net Liability) of This Group of Students. ....... . $ 9,609,070 
10. Average Indebtedness (Net Liability) per Student of This Group of Students $ 4,258 


+ Based on report from medical school deans at time of data collection for the study on medical student 
finances. 


A second factor bearing on the medical student’s financial standing is his ability to pay 
for a medical education. This ability derives largely from the level of his father’s income and 
the degree of financial responsibility he currently bears for his family’s welfare. The data on 
these issues are presented in the following figure. 


PERCENT 
SINGLE 


32 WARRIED AND 
NO CHILOREN 
24 WARRIED AND 


FATHERS’ INCOME LESS THAN 
LEVEL $5, 000 


PERCENTAGE O1STRIBUTION 
OF FATHERS BY INCOME LEVEL 


COMPARISON OF MEDICAL STUDENTS’ FATHERS’ INCOME 
BY MARITAL STATUS OF MEDICAL STUDENT 
4,220) 
GRADUATING CLASS 1959 


* Submitted by the Division of Operational Studies of the A.A.M.C. Source of information will be fur- 
nished on request. 
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The question of what method shall be used to give financial aid to medical students is a 
complex one. This issue must be studied in terms of the degree of responsibility which should 
be shouldered by the individual for his own education and the degree of responsibility which 
should be shouldered by the society which benefits from medical practice. The 1957 Report 
of the President’s Committee on Education Beyond High School cites the following state- 
ment concerning these issues: 

“Some hold that, because the individual gains from education, and because education beyond high 
school is voluntary, it is the responsibility of the individual to pay for the services he gets. Others 
hold that society should provide free educational opportunities to individuals for as long as they 
are using them advantageously, because society cannot survive and prosper without an educated 
citizenry. Neither point of view has persuaded a majority of our citizens.” 


If society aided the medical student from the first point of view, it would do so by granting 
loans which would be repaid to the grantor. Aid to medical students from the second point 
of view would be derived from non-refundable grants or scholarships. A proper balance should 
be found between these two methods. 

The medical student himself constitutes one source of opinion in respect to the balance 
between these methods of financial aid. Data on the 1959 graduating class of medical stu- 
dents point to the fact that the students favor a 50-50 division between loans and scholar- 
ships as a basis of financial aid. Given this proposition, excluding the scholarships that have 
regularly been available, what are the dimensions of the additional help needed by the medi- 
cal students?* The table below represents an estimate of the answer to this question based 
on the experience and the opinion of the 1959 graduating class. 


SUMMARY INFORMATION 


. Total Indebtedness of Members of 1959 Graduating Class Who Have Loan Liabili- 
ties and Whose Total Liabilities Are Greater than Their Total Assets.......... $9 , 609 ,070 


2. Estimate of Average Indebtedness of These Students per Medical School Year If 
Indebtedness Were Evenly Distributed Over Four Years................-.... $2 , 400 ,000 


3. Estimated Cost of Financial Aid per Medical School Year If Enough Scholarships 
Are Provided To Decrease Debt of These Students by 50 Per Cent............ $1, 200 ,000 


4. Estimated Total Amount of Additional Scholarships per Year for All Four Classes 


* Approximate total amount of scholarship aid received by the 1959 graduating students: $2.88 million. 
(If evenly distributed over the four years: $720,000 per year for this class.) 


4 
are. 
he 
‘ 
hen 
Mg 
’ 
$4,800 ,000 
3 
a 
a 
2 
1 
a q 
- 


Report 


SOME RECENT CHANGES IN THE UNDERGRADUATE 
DERMATOLOGY TEACHING PROGRAM 


Leon GOLpMAN, M.D.* 


In common with the other minor specialties in Medicine, dermatology has had to revise 
some of its time-honored cumbersome teaching programs. Dermatologic teaching in the 
past, either in the few hours usually provided or in the rare detailed programs, was oriented 
essentially to pictorial morphology. Therapy was considered briefly, if at all. It was not 
considered “‘good form” to tell all. The public health aspects, unfortunately, even in 
syphilology, were mentioned very briefly if at all. 

Associated with changes in the modern medical curriculum of the basic divisions of 
Medicine, there have been concurrent changes in the teaching of the specialties. The ap- 
pointment of more full-time professors of dermatology, the gradual development of inter- 
departmental cooperation, all these have helped to bring about better teaching programs. 

In brief, the background of these changes for dermatology are: 

1. The emphasis of modern dermatology on the dynamic phases of the development of 
the skin lesion. This is, of course, a tired and abused phrase, but it is appropriate to the 
progress of modern dermatology with the emphasis now on cutaneous physiology, of “‘liv- 
ing” pathology, and the newer concept of principles of topical and general therapy. 

2. The increasing awareness of teaching as applied to the patient as a complete individual 
and not to an isolated lesion. 

3. The increasing awareness of changes in medical practice as relates to emphasis on 
preventive dermatology, especially as regards public health medicine and the important in- 
dustrial medicine, on geriatric dermatology, and increasing importance of psychosomatic 
dermatology. 

4. The recognition that good teaching in the medical specialties means the use of direct 
patient demonstration-conference type rather than the use of crowded didactic lecture with 
its countless colored lantern slides. 

5. The increasing awareness of cooperative teaching programs with other divisions of 
Medicine. 

6. The increasing need for adequate time in the already crowded medical curriculum; 
time in the early years as well as in the later clinical years. Whether the dermatologist can 
secure such time in the no-give and all-take of the faculty curriculum committee is another 
question. 

The re-orientation of the dermatologic teaching program has been considered in many 
dermatology meetings by those interested in teaching. These symposia have been held at 
the American Academy of Dermatology and at the American Dermatological Association 


* Professor of Dermatology, College of Medicine of the University of Cincinnati. 


293 


2 
j 
yi 


294 Journal of Medical Education Marcu 1960 


Meeting. Some of these pioneers are: Cipollaro, Osborne, Senear, Sulzberger, Pillsbury, 
Williams, Alden, Lobitz, and others (1-6). 

Undergraduate dermatologic training can begin in the freshman year with actual demon- 
stration of normal living skin under the stereobinocular skin microscope, the Dermatoscope. 
Then the freshman can select one of a group whose skin has been observed under the 
microscope for small punch biopsy. This biopsy can be studied in histopathology. 

In the sophomore year there is correlation with Pathology and Bacteriology, with clinical 
presentations given as conferences before the respective presentation in Pathology or Bac- 
teriology. In the sophomore year also, in physical diagnosis the subject of the examination 
of the skin can be presented at a conference. Then the class is divided into small groups, with 
an instructor for each group. These classes are held about the bedside of the patients on the 
Dermatology Service, and the physical diagnosis demonstrated at the bedside. 

In the Junior year, conferences in Dermatology and Syphilology are presented with as 
much patient demonstration as possible. We have preferred the oral examination, since this 
gives an additional opportunity to attempt to explain the dynamic background of der- 
matology. 
nie In the senior year the student, under supervision, meets the patient in the Out-Patient 
Dispensary and also continues the conference type of presentation of the patient who has 
been seen in the clinic. It is the senior, also, who presents bedside clinics of the in-patient on 
a the Dermatology Service with the complicated background of internal medicine, allergy, 
psychosomatic medicine, etc. 

F Into this detailed program, then, for the undergraduates, the modern phases of dynamic 
dermatology can be incorporated. These new features of dermatology include preventive 


i . dermatology, industrial dermatology, geriatric dermatology, and psychosomatic dermatol- 
ogy. 
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ABSTRACTS FROM THE WORLD 
OF MEDICAL EDUCATION 


ANGELA SANCHEZ-BarBupo, Px.D. 
Abstract Editor 


Chaire de Clinique Medico-Sociale du 
Diabete Sucre et de Malades de la 
Nutrition (Chair of Medico-Social Clinic 
for Diabetes Mellitus and Nutritional 
Diseases). Inaugural Lecture by PRor. 
Maurice D&ror (Faculty of Medicine, 
Paris), La Presse Medicale, No. 42, pp. 
1571-74 (Sept. 12) 1959. 


After having honored the memory of his 
own medical teachers (among them the 
famed Francis Rathery, of whom a few 
amusing ancedotes are told), the new titular 
of the Chair discusses some of the problems 
involved in the emergency treatment of 
diabetic coma. The importance of a close 
contact between family and hospital phy- 
sicians is emphasized as the best means to 
shorten hospitalization. In Prof. Dérot’s 
opinion, the function of the hospital ward in 
diabetes cases is that of diagnosis, emer- 
gency treatment, and the working out of 
management and therapy directions. As to 
the scientific aspects of diabetes, he voices 
the hope that enzymatic chemistry will 
eventually bring the solution to the as yet 
numerous problems raised by diabetes 
mellitus and nutritional diseases. From the 
social point of view, the fight against 
diabetes (from which disease half a million 
people in France are suffering) must be 
oriented toward preventive medicine. Es- 
pecially important is early diagnosis of the 
diabetic and, better still, of the pre-diabelic 
stages. A decisive step in this direction 
would be taken by carrying out the project, 
elaborated (within the frame of the Office 
Permanent d’Hygiéne Sociale) by Prof. 
Dérot and his collaborators: a nation-wide 
census of diabetic patients. This would al- 


low one not only to detect predisposed fam- 
ilies but also to carry on among them effi- 
cient propaganda for prevention. Outpatient 
wards are considered also essential for the 
early detection of diabetes and pre-diabetes 
patients, and, such wards having been 
abolished some time ago in French hospitals, 
their re-establishment as a gratuitous serv- 
ice is urgently advocated. The last part of 
this inaugural lecture is addressed to the 
students to whom Prof. Dérot gives some 
advice concerning the problem of adapta- 
tion to modern medicine (which, he points 
out, is only one of the various aspects of 
the universal conflict between technics and 
civilization). Three main dangers are seen 
to be threatening medicine today: (1) the 
danger of becoming over-scientific (neglecting 
clinical investigation for the benefit of the 
biological methods); (2) over-specialization; 
and (3) the danger of losing the human 
touch by concentrating on the disease and 
forgetting the patient. 


Doctor as Priest and Artist. The Rev. 
H. C. Wurttey, Ph.D., S.S. Supplement 
to the British Medical Journal, pp. 113- 
15 (Oct. 10), 1959. 


In this paper (sermon preached in St. 
Gile’s Cathedral, Edinburgh, July 19, 1959, 
before the joint annual meeting of the 
British and the Canadian Medical Associa- 
tion) the lei/moliv is a passage from the 
Bible: “The doctor’s task is of divine ap- 
pointment, thou hast need of him: let him 
be ever at thy side” (Ecclesiasticus 38 : 12). 
Childhood reminiscences and his experiences 
as a young minister cooperating closely with 
the powerful parish physician serve to illus- 
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trate the truth of the Scripture quotation. Is 
the doctor today fulfilling the same need? 
the Rev. Whitley asks, is he still as ac- 
cessible as in the past and is his calling still 
accepted as of divine appointment? The 
last 20 years have seen such a staggering 
transformation in almost every field of 
medicine that the parable of the ‘Good 
Samaritan” will perhaps be considered just 
an “old-fashioned piece of Scripture” un- 
suitable for an occasion such as this meeting, 
and in doubtful taste, since it has been said 
that today the Good Samaritan is national- 
ized: the place of oil and wine is taken by 
subsidized medicine; the donkey is now the 
ambulance; the inn is the hospital, and the 
two-pence the sickness and disablement 
benefit (cynics might add that the priest— 
the aloof scientist—and the levite—the civil 
service doctor—have come into their own 
again). It can be argued that today’s doc- 
tor is not as powerful, significant, or unique 
as he once used to be (people know more 
about sickness and health than ever before); 
it has also been said that the old personal 
and family relationship is on the way out 
and that “the team” is taking over, the old 
responsibility disappearing too (every doc- 
tor has now an “escape hatch” in the hospi- 
tal consultants who make the decisions for 
him). As to the “Art of Medicine,” often 
referred to in the old oaths of the profession 
(such as the one the students of the Edin- 
burgh Medical School are required to take) 
the question arises whether it also is on the 
way out and should now be called the “Sci- 
ence of Medicine’? (this is the contention 
set forth in A. Guirdham’s The Theory of 
Disease, London, 1957). However, the Rev. 
Whitley, contrary to these dire predictions, 
is confident that the doctor is again on the 
way to becoming the most influential, sig- 
nificant, and necessary member of the com- 
munity. While the role of the scientist comes 
more and more under suspicion (as the one 
whose hand can trigger off the total de- 
struction of mankind), while the theologian 
becomes more and more out of touch with 
reality, the man who is committed to pre- 
serve life will come into his own as priest and 
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as artist. Already, the Rev. Whitley argues, 
he has moved a long way into the sphere of 
the priest since not only bodily ailments but 
the troubles of the mind and spirit are 
brought to him. By a series of events, dis- 
coveries, and “near miracles,” the doctor is, 
furthermore, being driven to practice an 
arl, and not simply the art of healing, but 
the art of “health making” and “health 
preserving.” All this also means a revolu- 
tion in thinking and outlook and could well 
lead to an exploration far outside the limits 
of accepted professional training. If the 
physician’s task is, as the Scripture says, of 
divine appointment, then the doctor as 
priest and as artist is the full summation of 
his calling. 


La Ensenanza de la Anestesiologia en la 
Republica Argentina (The Teaching of 
Anesthesiology in Argentina). Fausto 
J. Motta, M.D. La Prensa Médica 
Argentina, Vol. 46, No. 2, pp. 130-32 
(Jan.), 1959. 


Medical educators in Argentina have 
long been concerned over certain serious de- 
ficiencies in the teaching of medicine. Large- 
ly due to economic and organizational factors 
(overcrowded and understaffed schools, in- 
adequate locales and equipment, ana- 
chronical examination systems, etc.) these 
conditions have weakened undergraduate 
as well as graduate medical training. The 
teaching of anesthesiology has been af- 
fected too, with the result that ‘“autodi- 
dactism” in this specialty reigns, not with- 
out peril for the patients (any newly quali- 
fied doctor in Argentina is allowed to 
practice anesthesiology without any special 
training). Although there are quite a few 
good practical anesthesists, well trained 
anesthesiologists are very rare. Deficiencies 
in the anesthesiology teaching also show up, 
it is pointed out, in the scarceness and poor 
quality of Argentine scientific publications 
in that field. To those who want to enter it 
as specialists, two roads have been open so 
far: (1) instruction through the Argentine 
Association of Anesthesiology (Asociacién 
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Argentina de Anestesiologia), or (2) by at- 
tending the postgraduate courses sponsored 
by the Faculties of Medicine of Buenos 
Aires, La Plata, or Cérdoba. In the first 
case, the training offered is eminently prac- 
tical (the preceptor system prevails) and 
limited to certain aspects of the specialty. 
However, the author thinks it is still better 
than the second type of instruction, which, 
suffering from the already mentioned de- 
ficiencies in staff and laboratory set-ups, re- 
sults in equally weak practical and theo- 
retical training. To remedy the situation, 
and to stem the dangerous practice of auto- 
didactism in that specialty, the Association 
of Anesthesiology is actually engaged in a 
camphign for the introduction of specialty 
boards similar to those existing in U.S. and 
Britain. 


The Evolution of Neurology. H. Hous- 
TON Merritt, M.D. Bulletin of the New 
York Academy of Medicine, Vol. 35, No. 
11, pp. 730-33. 

The author (chairman of the Depart- 
ment of Neurology at Columbia University) 
points out that progress in neurology lagged 
behind other branches of medicine because 
knowledge about form and function of the 
nervous system was slower to develop. In 
1840, James Hope could still lament the 
fact that “the diseases of the brain are, at 
the present moment, more obscure than any 
great class in the nosology,” and, while 
knowledge on the heart and lungs did ad- 
vance rapidly with the help of the phys- 
ical signs derived from auscultation, 
percussion, etc., no such physical signs 
were then applicable to the brain. James 
Hope, doubting the possibility of their 
discovery in the future, did not foresee 
the latter development of tendon reflexes, 
planter responses, and other now well 
known signs of dysfunction of the cerebel- 
lum. Adequate examination of the nervous 
system did not become possible until the 
form of the central nervous system had 
been described accurately and the function 
of its various parts had been elucidated by 
surgical ablations, electrical stimulation, 
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and the pathologic study of experiments of 
nature. The development of the physiology 
of the central nervous system paralleled to a 
great extent the growth of knowledge in 
anatomy, but significant progress was not 
made in the former until the 19th century 
studies of Bell, Muller, Weber, Du Bois- 
Raymond, Dalton, Jackson ef al., culminat- 
ing in the modern neurophysiology as repre- 
sented by the work of Sir Charles S. Sher- 
rington. With this background, neurology 
began to emerge as a clinical specialty in the 
second half of the past century (thanks to 
scientists such as Charcot, Babinsky, Op- 
penheim, Erb, Gowers, Kinnier Wilson, 
etc.). American neurology had its start in 
the period of the Civil War, when W. A. 
Hammond, Surgeon General, created a 
special military hospital for nervous diseases 
in Philadelphia, in 1862 (he is also the au- 
thor of the first treatise, in English, on 
nervous diseases). The first independent 
chair in neurology was established in 1876 
at the University of Pennsylvania. Neuro- 
pathology, although studied in the 17th 
and 18th centuries, did not come of age 
until the first part of the 20th (thanks to the 
contributions made by Germans such as 
Alzheimer, Bielschovsky, Jacob, Nissl, etc.; 
Ramén y Cajal and Pio del Rio Hortega in 
Spain; Marchiafava and Mingazzini in 
Italy; Cruveilhier in France; Greenfield in 
England, Globus and Hassin in the US., 
etc.) At the present time, more than half of 
all medical schools in the U.S. have inde- 
pendent departments of neurology (or 
specialized sub-departments). The member- 
ship of the American Neurological Associa- 
tion has grown from 35 in 1875 to 400 in 
1958, while the recently founded American 
Academy of Neurology has more than 2,000 
members. The trend in modern clinical 
neurology is veering away from the minutiae 
of the neurological examination toward a 
broader study of the patient. While anato- 
my, physiology, and pathology have laid 
the groundwork, biochemistry is actually 
the field which offers the greatest promise 
for future advances. 
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Making Sense. RICHARD ASHER, M.D. The 
Lancet, Vol. II, No. 7099, pp. 359-65 
(Sept. 19) 1959 (London). 


The author contends that the meaning of 
words has a profound effect on the progress 
of medicine. Although, he argues, it would 
be pleasant to believe that the facts of 
clinical medicine exist quite independently 
from the names bestowed upon them, the 
truth is, that clinical medicine must not 
only find words to fit the facts, but often 
find facts to fit the words. The bestowal of a 
name upon a concept, whether real or 
imaginary, brings it into clinical existence 
(as a good example for such a “creation” the 
term gallstone colic is cited). Similarly, a 
condition without a descriptive term has far 
less chance of clinical recognition (example: 
the common experience of a very brief, 
sharp needle-like pain near the apex of the 
heart which seems to come out of the blue 
and pass as quickly, and which, having no 
name, has no Clinical existence). The nam- 
ing of diseases, the author warns, should 
not be undertaken lightly, because, while a 
fertile medical author can easily beget a 
large clinical progeny, “some of his young- 
sters may turn out to be illegitimate, and 
with others there may be doubt about their 
paternity.” A special kind of “disease-nam- 
ing” is done by certain branches of indus- 
try, whose sales depend largely on the 
planned creation of nonexistent diseases 
(like “tired blood” or “hidden hunger’’). 
The significance of words to patients, on the 
other hand, is a subject on which, it is sug- 
gested, “systematic research could gain- 
fully be pursued” (example: arthritis, for the 
patient, may portend a protracted and 
crippling disease whereas rheumatism means 
only “a few aspirins, a bottle of liniment, 
and back to work next week”). Although 
names can give comfort as often as despair, 
and convey a certain tangibility to illness 
which makes it more likely to be overcome, 
it is essential, the author believes, to be 
aware of the defects and limitations of the 
medical vocabulary. Stressed is also the 
importance of “keeping words undamaged 


Marcu 1960 


by handling them carefully and putting 
them in the right place only” because once 
misused they are spoilt for ever (hemiplegia 
and hemiparesis, for instance, have been 
used so carelessly that their important dis- 
tinction between complete paralysis and 
weakness can no longer be preserved). 
Where then is the true meaning of a word: 
in the dictionary definition or in its usage? 
There is no answer to this question, the au- 
thor says, since all depends on what is 
meant by the true meaning of a word. Worse 
than “mishandling” a word is, in his eyes, 
the “semantic crime” of knowingly applying 
a single term to two completely different 
things. This leads him to the discussion, il- 
lustrated by numerous examples, of the 
difficulties caused by “conjectural christen- 
ing,” that is, the naming of a thing by its 
supposed cause instead of by observed 
facts. Other troubles arising from words are 
demonstrated by the deceptive but con- 
venient term mind which, having been 
named like a thing (in reality “‘mind”’ has 
no more existence than has “hearing” or 
“sight” and is composed by hundreds of 
different processes) is wrongly treated like a 
thing, and attempts are even made to 
partition it into cubicles (e.g. “the Ego, the 
Super Ego and the Id”). Verbal ambigu- 
ity, often so subtle that many are unaware 
of its influence, is seen as another source of 
confusion (for instance, the sentence “he 
feels cold” could either mean the person 
feels cold to touch or the person perceives 
cold; failure to distinguish between the two 
meanings may lead to dangerously wrong 
treatment). Finally discussed in this paper 
is the problem of medical s/yle, about which 
the author feels very strongly. Good style 
for him means writing what one has to say 
“in the neatest and most palatable form.” 
Long words and esoteric terms should be 
avoided in scientific writing, except when 
they convey more than their shorter equiva- 
lents. He especially warns against the use 
of that new kind of jargon created by of- 
ficialdom and committees with its ‘‘ma- 
lignant hypertrophy of language.” 
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Tuberculosis in Medical Students at 
the University of Maryland. JAMES 
R. Karns. The American Review of Tu- 
berculosis and Pulmonary Diseases, Vol. 
79, No. 6, pp. 746-54 (June), 1959. 


A tuberculosis control program, started 
in September, 1934, has been carried out 
by the Student Health Service of the Uni- 
versity of Maryland School of Medicine 
for 23 years (to June, 1957). This report 
discusses the findings obtained during this 
period in regard to trend of tuberculosis 
sensitivity and attack rate of clinical tuber- 
culosis of students while in medical school. 
More than 90 per cent of the students were 
tuberculin-tested, and all had roentgeno- 
grams on entrance to school. However, only 
those who were observed for at least 1 
year were included in the study. Results 
of the survey showed that, of the 2,302 
students observed, seventeen had developed 
clinically significant tuberculosis while in 
school, sixteen of them during the period 
from 1934 to 1950, whereas only one case oc- 
curred after that date, indicating a striking 
decline of the disease among medical stu- 
dents in the last decade. This recent low 
morbidity, it is stated, has occurred without 
the use of BCG vaccination and is consid- 
ered the effect of early diagnosis and man- 
agement and improved methods of treat- 
ment of tuberculosis as a contagious disease. 
Vollmer’s test was positive in all cases of 
clinically proved tuberculosis at the time 
of the diagnosis, and in a group of 53 
students the patch test was found to be 
as accurate as the first-strength purified 
protein derivative (PPD). No conclusions 
regarding severity of the disease in relation 
to initial tuberculin status can be drawn 
from the present study, since observation 
limited to the school years cannot present 
an accurate history of so chronic a disease. 
Furthermore, since the number of cases is 
too small, no significant impressions can be 
derived. During the period of observation 
no significant difference was found in severi- 
ty of disease in relation to entrance tuber- 
culin. Also emphasized in this survey is 
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the fact that medical! students, being more 
exposed, still run a greater risk of tuber- 
culosis infection than any other student 
group and that continued vigilance is there- 
fore necessary. 


What They Did Afterwards. A Survey 
of Manchester Medical Graduates. 
G. Howitt, M.D. The Lancet, Vol. II, 
No. 7096, pp. 207-8. (Aug. 29), 1959. 


This paper describes an attempt to in- 
vestigate what proportion of medical gradu- 
ates entered the different branches of medi- 
cine and achieved eminence and what rela- 
tion their record as students bears to their 
postgraduate career. From the University 
of Manchester Calendars of 1920-1945, the 
names of graduates in medicine were ex- 
tracted, as well as any distinctions, honors, 
or prizes awarded to them; then these names 
were looked up in the 1958 Medical Direc- 
tory, and their positions, postgraduate de- 
grees, diplomas, and addresses were noted . 
(women graduates, too difficult to trace 
because of frequent name changes through 
marriage, were excluded from this investiga- 
tion). Of a total of 889 names drawn from 
the University Calendars, 112 (13 per cent) 
could not be found in the 1958 Directory 
(it has been assumed that most of them have 
died). Of the 777 who could be located, 
only 39 per cent had entered general prac- 
tice (contradicting a current assumption 
that the great majority of British medical 
students become general practitioners); 13 
per cent are now consultants in various 
branches of internal medicine, 14 per cent 
in surgery; 4 per cent are consultant pa- 
thologists, 3 per cent obstetricians; there 
are slightly less anaesthetists and still fewer 
(about 2 percent) radiologists. Furthermore, 
among the 777 graduates, ten were found 
to be anatomists and one a physiologist; 
nine chose a career in the Services, 69 
entered Public Health, and 55 settled over- 
seas. Only twelve are University professors 
in the various branches of medical science. 
In his comments on the results of this in- 
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vestigation, Dr. Howitt states that he has 
not been able “to determine that students 
with certain qualifications later took up 
any particular line.” This point is important 
because of the prevailing tendency to select 
medical graduates for posts—especially re- 
search positions—depending largely on the 
quality of their academic careers and the 
assessment by their teachers. Although there 
is no doubt in his mind that academic 
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distinction as a student predisposes to sub- 
sequent success, success in a career, he 
points out, depends also on many other 
factors, such as being in the right place 
at the right time, and with the necessary 
qualifications. Apart from academic distinc- 
tion, the candidate for a position must often 
be selected on a personal assessment of 
qualities which cannot be measured in any 
precise, objective way. 
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NEW BOOKS 


KENNETH E. PeNnRopD 
Book Review Editor 


Abstracts 


The Emergency Syndromes in Pediatric 
Practice. By ALFreD J. ViGNec. New York: 
Landsberger Medical Books, Inc., 1959. 
371 pp. $9.00. 


This book is intended primarily to assist the 
physician who, in his day-to-day practice, en- 
counters problems in infants and children that 
require immediate attention. Since it sometimes 
happens that, faced with acutely ill children, the 
physician finds himself in a situation where he is 
actively treating and at the same time trying to 
make a diagnosis, the author has attempted to 
confine his discussion to illnesses or disease syn- 
dromes that will not brook delay in manage- 
ment. This is not a complete textbook containing 
every possible disease syndrome, nor is it a first- 
aid book. For the most part the emphasis is on 
diseases which are apt to be seen by a busy 
practitioner. Some of the more rare conditions, 
such as diseases of the blood, have been in- 
cluded but largely because they confuse the pic- 
ture of the more common diseases and without 
some understanding they are liable to lead to 
errors in treatment. The author has purposely 
tried to omit conditions which grant the physici- 
an ‘‘the grace of time.”” The sections of the book 
are The Respiratory Tract, The Cardiovascular 
System, The GI Tract, The Hematopoietic Sys- 
tem, Central Nervous System, Metabolic Dis- 
orders, the Steroids, Poisons, The Prematures, 
and Allergy. 


Symposium on Basic Research. Edited by 
WOoLFLE. Sponsored by The National 
Academy of Sciences, The American Associa- 
tion for the Advancement of Science, and The 
Alfred P. Sloan Foundation. Washington, 
D.C.: Publication No. 56 of the American 
Association for the Advancement of Science. 
280 pp. $3.00 ($2.50 to AAAS members). 


The idea for holding this discussion of the sup- 
port of basic research was born within the Alfred 


P. Sloan Foundation. The symposium was con- 
ceived as a nation-wide participation of aca- 
demic, industrial, and government scientists; of 
administrators responsible for research activities 
in universities, colleges, private research insti- 
tutes, government, and industry; and of indi- 
viduals who are at the decision level with respect 
to general policies concerning scientific research. 
The National Academy of Sciences and the 
American Association for the Advancement of 
Science were approached and both enthusiasti- 
cally agreed to join the Sloan Foundation in the 
sponsorship of the meeting. The financial sup- 
port was furnished by the Sloan Foundation. The 
symposium was held at the Caspary Auditorium 
of the Rockefeller Institute on May 14-16, 1959. 


Observations on Direct Analysis. The Thera- 
peutic Technique of Dr. John N. Rosen. 
By Morris W. Bropy. New York: Vantage 
Press, 1959. 104 pp. $2.95. 


Since 1957 the Institute for Direct Analysis 
at Temple University Medical Center has con- 
ducted research on direct analysis, a method in 
the psychotherapy of schizophrenia pioneered by 
Dr. John N. Rosen. One of the research methods 
used has been a Seminar that has been held 
weekly since the Institute’s inception. The first 
leader of this particular Seminar was Dr. Morris 
W. Brody. The Seminar has been made up of 
of four psychiatrists, including Dr. Rosen, and 
at least ten to fifteen observers first observing, 
then discussing and defining, what was occurring 
in treatment sessions. This book is the first ob- 
jective description of a revolutionary—and con- 
troversial—technique written by an “outsider” 
who is a psychoanalyst but does not himself 
practice Direct Analysis. 


The Heinz Handbook of Nutrition. Edited by 
BENJAMIN T. BurTON with an Editorial Board 
of six recognized authorities. New York: 
McGraw-Hill Book Co., Inc., 1959. 425 pp. 
$5.75. 
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This book is conceived as a comprehensive 
treatise on nutrition in health and disease. It is 
published for the H. J. Heinz Company as a 
practical reference manual and textbook on hu- 
man nutrition for physicians, nutritionists, 
dieticians, nurses, and home economists. The 
subject matter ranges from the basic physiology 
and biochemistry of food intake and utilization 
to the psychology of appetite; from infant nutri- 
tion to post-operative diets; and from fluid 
therapy or the etiology of celiac disease to food 
allergy. The various chapters cover a variety of 
subjects from diet in gall bladder disease to the 
relationship between nutrition and degenerative 
diseases; from the biochemistry of essential 
nutrients and their metabolic interrelationships 
to disaster-feeding, food toxicology, or public 
health nutrition. Particular attention is paid to 
the therapeutic and preventive aspects of nutri- 
tion in the,management of specific diseases— 
including detailed outlines and sample menus for 
all accepted therapeutic diets. 


The Acute Medical Syndromes and Emer- 
gencies. By ALBERT SALISBURY HYMAN with 
five collaborators. New York: Landsberger 
Medical Books, Inc., 1959. 427 pp. $8.75. 


The subject matter of this book was allocated 
in accordance with the results of a nation-wide 
poll in which physicians in active practice were 
asked to list the type of important acute medical 
problems which they had been called upon to 
treat in the previous 5 years. Concerning three 
general groups there was an astonishing agree- 
ment: these were cardiovascular, gastro- 
intestinal, and pulmonary in the order named. 
These constitute the first three parts of the book 
and were done by Dr. Hyman, Dr. Samuel 
Weiss, and Dr. G. G. Ornstein, in that order. 
There was somewhat less agreement concerning 
the next three groups of diseases, but these were 
Diabetic Emergencies, by Howard F. Root; the 
Renal Crises by Anna R. Spiegelman; and Bar- 
biturate Intoxication by Dr. Jack Abry. Al- 
though an intense effort was put forth to keep the 
volume as concise as possible, nevertheless a free 
discussion of the common problems involved in 
diagnosis and treatment makes the book useful. 


Symposium on Glaucoma. Edited by WI1- 
LIAM B. CLarK with eight contributors. St. 
Louis: The C. V. Mosby Co., 1959. 300 pp. 
$13.50. 
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The material for this book was prepared for 
the 1957 session of the New Orleans Academy of 
Ophthalmology. It concerns the history, pathol- 
ogy, anatomy, biochemistry, diagnosis, and 
treatment of glaucoma. The contributors are out- 
standing researchers and teachers, and all are 
practicing ophthalmologists. Their presentations 
cover the latest concepts of the disease of glau- 
coma and the most modern techniques of its 
management. The last 66 pages of this volume 
are devoted to the round-table discussions which 
concluded each day’s session. 


Chronic Illness in a Rural Area. Vol. III of 
Chronic Illness in the United States. Reported 
by Ray E. TrussEtt and JACK A 
Commonwealth Fund Book. Cambridge: 
Harvard University Press, 1959. 420 pp. 
$7.50. 


This volume completes a series of four reports 
on the problems of chronic illness in the United 
States, published under the sponsorship of the 
Commission on Chronic Illness. The subjects and 
dates of publication of the report are: Prevention 
of Chronic Illness (Vol. 1, 1957); Care of the 
Long-Term Patient (Vol. 2, 1956); Chronic IIl- 
ness in a Rural Area, Hunterdon County, New 
Jersey (Vol. 3, 1959); and Chronic Illness in a 
Large City; Baltimore, Maryland (Vol. 4, 1957). 
The first two reports reflect the work of the two 
national conferences convened by the Com- 
mission. The last two are the result of surveys to 
gather basic information on chronic illness in an 
urban and in a rural community. A full account 
of the purpose and philosophy of these surveys 
has been given in Volume 4. This study and its 
companion urban study (Vol. 4) deserve the 
close scrutiny of all persons concerned with the 
community problems of chronic illness, which 
are a major part of public health and medical 
care. These reports comprise the most thorough 
and definitive body of information now available 
on the dimensions of chronic disease illness and 
disability in representative samples of two popu- 
lation groups. Many of the results are startling. 


Physiology of the Eye—Clinical Application. 
By Francis Heep Apter. 3d ed. St. Louis: 
The C. V. Mosby Co., 1959. 780 pp. $16.00. 


This book is conceived as dffering to the stu- 
dent and the practicing ophthalmologist the 
recent findings of the physiology of the eye 
gleaned from the experimental laboratory and 
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their clinical application. In the third edition 
much new material has been added. An attempt 
has been made to clarify parts of the previous 
edition and to eliminate details which proved to 
be of little clinical value. In addition to a 
thorough revision of the chapters of aqueous 
humor and intraocular pressure the section on 
the ocular muscles has been entirely rewritten, 
with the incorporation of the recent work on 
electromyography. Binocular vision was given 
too scant attention in the previous editions, and 
this has been considerably enlarged. Throughout, 
the recent advances in the physiology of the eye 
found in both clinical journals and in those of the 
basic sciences not readily available to many 
ophthalmologists have been incorporated. 


Education for Child Rearing. By ORVILLE G. 
Brim, Jr. New York: Russell Sage Founda- 
tion, 1959. 349 pp. $5.00. 


This project was jointly sponsored by the 
Child Study Association of America and the 
Russell Sage Foundation. The study was di- 
rected to the field of parent education from the 
point of view of social science. This book is writ- 
ten primarily for practitioners in parent educa- 
tion, but it does have significance for child de- 
velopment research workers and sociologists con- 
cerned with the family. There is much similarity 
between the problems in parent education and 
those in other preventive mental health pro- 
grams. This applies likewise to the whole range 
of activities directed to child guidance, marriage, 
and family counseling, the development of com- 
munity competence to handle such problems as 
juvenile delinquency, and many other similar 
activities. The present report points to the possi- 
bility that the future may well see a concerted 
attack on common problems of theory and meth- 
od. 


Manual of Skin Diseases. By Gorpon C. 
Saver. Philadelphia: J. B. Lippincott Co., 
1959. 269 pp., 151 illustrations. $9.75. 


This book was written in response to demand 
for a good short book on dermatology. The book 
is amply illustrated and emphasizes the material 
which students and general practitioners must 
know for diagnosis and treatment of common 
skin diseases. It is divided into two parts. The 
first section contains chapters on diagnosis and 
management. The salient points of each disease 
are outlined, and primary and secondary lesions, 


New Books 303 


distribution, general course, prognosis, etc., are 
contained in a simplified fashion. Each discussion 
ends with remarks on differential diagnosis and 
treatment. The second part is a Dictionary-Index 
to the entire field of dermatology, including most 
of the rare diseases and unusual dermatologic 
terms. This arrangement permits the first section 
to be unencumbered by the rare diseases, and 
provides a comprehensive directory to all derma- 
tology for the more interested student or prac- 
titioner. 


The American Academy of Orthopaedic 
Surgeons Instructional Course Lectures, 
Vol. 16. Edited by Frep C. REYNoLpDs. St. 
Louis: The C. V. Mosby Co., 1959. 323 pp. 
$16.00. 

The 1959 instructional course program con- 
sisted of 124 courses presented by 181 instructors 
and was attended by 1700 physicians. The sub- 
ject matter of this volume is gathered from the 
various instructors who contributed to the pro- 
gram but has been restricted and does not con- 
tain all the papers available for publication. The 
contents of this volume are divided into seven 
parts as follows: Symposium on Injuries to 
Athletes, The Hand, The Foot, The Knee, The 
Spine, Unequal Extremeties, and Fractures. 


Directory of the Medical Library Associa- 
tion. 2d ed. HENr1ETTA T. Perkins, Chair- 
man, Directory Committee. Hamden, Con- 
necticut: The Shoe String Press, Inc., 1959. 
274 pp. $7.00. 


The first edition of the Directory of the 
Medical Library Association was published in 
1950. It contained information about 360 mem- 
ber libraries. Since that time there have been 
many changes affecting both number and char- 
acter of the libraries. The present volume con- 
tains information about libraries in the United 
States, Canada, and member libraries abroad. 
The arrangement of the 552 institutional mem- 
bers is geographical, with libraries entered al- 
phabetically, first under state and then under 
city. Information is recorded as sent to the com- 
mittee, although at times it is obviously incom- 
plete despite repeated requests. Material is 
registered in the following form: name of medical 
library, address, telephone number, key number, 
year founded, source of support, annual budget, 
name of librarian, name of associate or assistant 
librarian, number of volumes, pamphlets, cur- 
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rent periodicals, annual circulation, inter-library 
loan privileges, classification system, and special 
collections. 


The Evolution of Man’s Capacity for Cul- 
ture. Arranged by J. N. SpuHLER. Detroit: 
Wayne State University Press, 1959. 79 pp. 
$3.50. 


The six essays presented in this book were 
delivered at the Plenary Session of the 56th an- 
nual meeting of the American Anthropological As- 
sociation, Chicago, December 29, 1957, in a 
symposium entitled ‘“The Evolution of Man’s 
Capacity for Culture” and were first published 
in the February, 1959, issue of Human Biol- 
ogy.” The titles of the six essays are ‘Somatic 
Paths to Culture,” ‘Brains and Behavior,” 
‘Speculation on the Interrelations of the History 
of Tools and Biological Evolution,” “Animal 
Languages and Human Language,” ‘Basic 
Social Capacity of Primates,” ‘‘The Social Life 
of Monkeys, Apes and Primitive Man.” 


The Preparation of Medical Literature. By 
LovuisE Montcomery Cross. Philadelphia: 
J. B. Lippincott Co., 1959. 441 pp. $10.00. 


The purpose of this book is to present in 
convenient form the practical techniques of 
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preparing medical literature for publication in 
journal or book form. The book is concerned 
strictly with techniques, not with literary criti- 
cism. The techniques presented in this book 
are, as far as possible, representative of generally 
accepted procedures rather than of the personal 
preferences of any individual, writer, or publish- 
er. Where differences of opinion or preferences 
are likely to occur, these differences are pointed 
out. The book is planned to meet the needs 
of any author of any degree of experience or 
skill in writing. Whereas the book is planned 
primarily for doctors, it may also be useful 
to certain other people who are also concerned 
with work on strictly medical literature. Fore- 
most among these is the doctor’s secretary. 
The book may also be useful to those who 
are teaching medical writing in medical colleges, 
or to those who assist physicians in various 
ways in the preparation of their books or papers. 


Books Received 


Experiment Perilous. By RENEE C. Fox. 
Glencoe, Illinois: The Free Press, 1959. 257 
pp. $5.00. 


Soil, Grass and Cancer. By ANDRE VOISIN. 
New York: Philosophical Library Inc., 267 
pp. $15.00. 
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Albany 


A grant of $1,253,103 to the Albany 
Medical College has been approved by the 
Department of Health, Education, and 
Welfare for the cost of research quarters and 
facilities in a $3.3 million medical science 
building which the college will erect. A five- 
story building, containing laboratories, 
classrooms, and administrative office, is con- 
templated. The Federal grant is marked for 
appropriation during fiscal year 1961. Con- 
struction will begin soon after the Federal 
grant becomes available. 

Dr. CHARLES M. LANDMESSER, professor 
and chairman of the department of anes- 
thesiology and anesthesiologist-in-chief at 
Albany Hospital, has been named President- 
elect of the New York State Society of 
Anesthesiologists. 


Arkansas 


StorM WHALEY, Acting President of the 
University of Arkansas, assumed the post 
of Vice-President for Health Sciences and 
Assistant to the President March 1. Whaley 
will report to the President and will be re- 
sponsible for the operations of the Schools of 
Medicine, Nursing, Pharmacy and the Uni- 
versity Hospital. According to L. C. Carter, 
chairman of the university’s board of 
trustees, the creation of the vice-presidency 
will strengthen the administrative structure 
of the Medical Center as Mr. Whaley will 
assume charge of the managerial and public 
relations activities, thus freeing the profes- 
sional scientists and educators of these 
duties. 


Columbia 


Dr. CALvrin H. PitmpTon, assistant dean 
of the College of Physicians and Surgeons, 
has been elected President of Amherst Col- 
lege. Dr. Plimpton, a practicing physician in 
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New York, will succeed Charles W. Cole, 
who retires in June as Amherst’s 12th Pres- 
ident. Dr. Plimpton is a graduate of Phillips 
Exeter Academy, Amherst, and Harvard 
Medical School. He was professor of medi- 
cine, chairman of the department, and as- 
sociate dean of the medical faculty at Amer- 
ican University of Beirut, Lebanon, from 
1957 to 1959. 

The Columbia-Presbyterian Medical 
Center has announced a development pro- 
gram requiring the subscription of $50 mil- 
lion—$35 million for eight building projects 
and $15 million for endowment purposes to 
permit selective additions to teaching and 
clinical staffs and to support essential salary 
standards. Combining three items in one 
major building project, the plans call for an 
18-story medical research building, to which 
$5 million was recently donated by alumnus 
William Black; a library; and a structure to 
consolidate and house non-medical services. 
Seven further projects include a residence 
hall for married students, residents and re- 
search physicians; renovation of labora- 
tories, classrooms and lecture halls and an 
auditorium; rebuilding of the second and 
fourth floors of Presbyterian Hospital; an 
addition to transfer and increase doctors’ 
offices; modernization of Babies Hospital; 
and the centralization of equipment for 
x-ray therapy within a single building. Sites 
for the new construction already are avail- 
able within the 25-acre Medical Center. 

A new research professorship in cardio- 
vascular disease has been established at the 
College of Physicians and Surgeons. The 
chair, called the Westchester Heart Associ- 
ation Professorship of Cardiovascular Re- 
search, is supported partially by a grant 
from the Westchester Heart Association, 
Inc. The grant is for $10,000 each year for 
five years, subject to renewal at the end of 
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that period. Dr. ANDRE F. CourNAND, pro- 
fessor of medicine and a joint winner of the 
1956 Nobel Prize in Medicine, has been 
named first incumbent of the new professor- 
ship. 


Dartmouth 


A head-on collision January 29 claimed 
the life of Dr. Rotr C. SyvERTSEN, dean of 
the Dartmouth Medical School. 


Dr. ROLF SYVERTSEN 


Dr. Syvertsen received his Bachelor’s de- 
gree from Dartmouth in 1921, and at that 
time joined its undergraduate faculty as an 
instructor in biology. At the same time he 
was a graduate student in the Dartmouth 
Medical School, receiving a Certificate in 
Medicine in 1923. He was made an assistant 
professor of anatomy in 1932 and became a 
full professor in 1938. In the interim, he 
attended Rush Medical School at the Uni- 
versity of Chicago, receiving his M.D. de- 
gree in 1936. He was made Dean of the 
Medical School in 1945. 

Dr. STEPHEN MARSH TENNEY will take 
over the reins as Dean of the Medical 
School. Dr. Tenney joined the school’s staff 
in 1950 as a teaching fellow in the physio- 
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logical sciences and in 1951 moved to the 
University of Rochester’s faculty where he 
remained until 1956, returning to Dart- 
mouth as professor of physiology. During 
the academic year 1956-57 he served as as- 
sociate dean and in 1957 was named Direc- 
tor of Medical Sciences. 


Hahnemann 


Hahnemann Medical College and Hospi- 
tal has announced a ten-year, $15 million 
program of construction designed to pro- 
vide, in the first phase of the plan, a clinical 
research building, a surgical pavilion, and a 
student nurses’ residence and classroom 
building. 

Eight major buildings covering medical 
education, medical research and patient 
care are contemplated. In addition to the 
“first phase” buildings, the over-all plan 
calls for a new medical college building, a 
resident and intern residence, an outpatient 
clinic, patient pavilion, plus other related 
buildings. The master plan calls for the raz- 
ing of all Hahnemann buildings except the 
present hospital structure on Broad Street, 
built in 1928, and the Klahr building, con- 
structed in 1938. The buildings to be torn 
down were all built previous to 1890 and are 
inefficient to operate and are designed poor- 
ly to meet the demands of modern medical 
education and research, according to Hahne- 
mann’s President, A. WATSON MALONE, III. 
Construction is expected to begin in June, 
1960. 


Harvard 


A gift of $100,000 a year for 10 years from 
General Foods Corporation will provide for 
expansion of the nutritional research lab- 
oratories of the Harvard School of Public 
Health. The new four-story nutrition lab- 
oratory, where biological and medical sci- 
ences will be applied to human nourishment 
and its relation to heart disease, obesity and 
other public health problems, will be part 
of a projected 15-story research structure for 
the School of Public Health in Boston. Con- 
struction is expected to get under way this 
spring for the new building, which will be 
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financed in part by a grant of $1,450,000 
from the National Institutes of Health. 

The first advanced course in the com- 
parative anatomy of primates to be offered 
by Harvard University will be given at the 
Medical School during the Spring semester. 
This coufge is designed for graduate stu- 
dents in anthropology, biology, and paleon- 
tology, but will be open to qualified under- 
graduates. The course, under the direction 
of Dr. Georce E. Erikson, assistant pro- 
fessor of anatomy, will be a cooperative of- 
fering of the departments of anatomy and 
anthropology. 


Johns Hopkins 


A short course in medical genetics will be 
conducted at Bar Harbor, Maine, August 
8-20, 1960 by members of the faculty of the 
School of Medicine and the staff of the Ros- 
coe B. Jackson Memorial Laboratory. Forty 
participants can be accommodated. The 
course is designed primarily for persons in 
medical training and research. Further in- 
formation can be obtained from the co-direc- 
tors of the course: Dr. Vicror A. McKvu- 
sick, Johns Hopkins Hospital, Baltimore 5, 
Md., and Dr. Joun L. FuLiER, Roscoe B. 
Jackson Memorial Laboratory, Bar Harbor, 
Maine. 


Kansas 


Dr. E. Grey Dimonp, professor of medi- 
cine and chairman of the department, will 
leave the Kansas medical faculty on July 1, 
to head a new laboratory, now under con- 
struction in LaJolla, Calif., by the Scripps 
Research Foundation. Since 1950, Dr. 
Dimond has directed the development of the 
cardiovascular laboratory at the Medical 
Center. He has been chairman of medicine 
since 1952. 


Louisville 


The Kentucky State Medical Association 
has appropriated $10,000 to the University 
of Louisville and the University of Kentucky 
Schools of Medicine for the purpose of spon- 
soring an active program of postgraduate 
education. A cooperative venture, Dr. 
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Friepricu HERTLE has been appointed full- 
time director of the program. 


Maryland 


Dr. WittiaM Dewey BLAKE has been 
appointed professor of physiology and head 
of the department. Dr. Blake comes to Bal- 
timore from the University of Oregon, where 
he was associate professor of physiology 
since 1952. 


Medical Evangelists 


A member of the College of Medical 
Evangelists staff, KARL FiscHer, left re- 
cently for East Africa to launch a new re- 
search and preventive medicine program 
there. He will join a team of health and med- 
ical specialists who will locate at Heri Hos- 
pital, field headquarters for the program. 
The Research and Assistance Program, as 
the project is called, dates back to 1956 
when six CME scientists made a comprehen- 
sive medical survey of East Africa. This sur- 
vey was continued during the summer of 
1957 and the latter part of that year the 
scientists recommended that CME under- 
take a four-year research and preventive 
medicine program. Financed by grants from 
private and governmental agencies and by 
internationally-minded philanthropists, pur- 
pose of the program is to give medical as- 
sistance with emphasis on health education 
and preventive medicine. A continuous re- 
search effort will be aimed at gathering in- 
formation about local tropical diseases and 
their causes. 


Miami 


The School of Medicine dedicated its new 
building on March 3, in an outdoor cere- 
mony at the Medical Center in Miami. The 
building provides laboratory facilities for all 
departments of the school. 


Michigan 


The University of Michigan Medical 
Center dedicated a new $1.5 million Mental 
Health Research Institute building recently. 
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The Institute was established in temporary 
quarters four years ago. According to uni- 
versity officials, its purpose, which will be ac- 
celerated in the new building, is a concerted 
attack on basic elements of mental illness, a 
health problem estimated to cost the Ameri- 
can people an annual loss of $3 billion and 
325,000 man-hours. 


Minnesota 


Occupancy of Diehl Hall, the university’s 
new bio-medical library building, is now an- 
ticipated for October, 1960. Three floors of 
the $2.5 million structure will house library 
facilities, while two floors below ground level 
will house research laboratories for certain 
clinical departments. Named for the Medi- 
cal School’s Dean Emeritus, HARo.p S. 
Dreut, it will add needed research and 
study space to the University of Minnesota 
Medical Center. Another building, the 
Jackson-Owre Hall, will be completed dur- 
ing the summer of 1960. It will be shared by 
the Medical School and the School of Den- 


tistry. The Medical School’s half will pro- 
vide research space for the departments of 
anatomy and pathology, and release current 
research space in Jackson Hall for additional 
classroom space. 


New York University 

The Regional Hospital Plan of New York 
University-Bellevue Medical Center has 
been extended to Hackensack Hospital of 
Hackensack, New Jersey. The Plan was es- 
tablished in 1947 with the purpose of bring- 
ing a program of continuing medical educa- 
tion and training to suburban and rural 
areas through local community hospitals. 
Hackensack Hospital services an area of 
400,000 people in a section of Bergen Coun- 
ty. It contains 400 beds and each year treats 
approximately 17,000 inpatients and 40,000 
outpatients. 


North Carolina 


Dr. CHARLES H. BuRNETT, professor and 
head of the department of medicine, has 
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The Massachusetts General 
Hospital. 1935-1955 


By NATHANIEL W. FAXON. A detailed account of the 


growth of a hospital—from one building in 1821 to fourteen 


major buildings and many smaller ones at present. The author 


discusses the rapid development of research, the new role of 
the hospital in education, and all other organizational prob- 
lems in a book that will prove interesting reading to all con- 


cerned with the operation of a major hospital. $10.00 


Respiratory Physiology and 
its Clinical Application 


By JOHN H. KNOWLES, M.D. A comprehensive survey for 


the general physician. “The style is simple and clear. The con- 


tent is accurate, embracing all of the complexities of respira- 
tory physiology, without requiring the reader to master them 
in understanding the {applicable clinical] test. The net result 
is a broad, clear picture of what has been accomplished in the 


development of pulmonary function testing.”’-—Journal of the 


American Medical Association $5.25 


Order from your bookseller 


HARVARD UNIVERSITY PRESS 


Cambridge 38, Massachusetts 
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Psychological Appraisal of 
Children with Cerebral Defects 


By EDITH MEYER TAYLOR. This book describes the author's person-oriented 
approach to the study of neurologically impaired children which—as opposed 
to the conventional test-oriented approach—has proven highly rewarding in 
practice. A practical account of great service to all concerned with the problems 
involved. $8.50 


Genetic Basis of 
Morphological Variation 


APPLICATION OF A TWIN ANALYSIS 


By RICHARD H. OSBORNE and FRANCS V. DE GEORGE. An application 
of the twin method to the detection of genetic variability and analysis of ge- 
netic-environmental interaction as a basis for further study in genetics and 
medical science. $6.00 


Teaching Comprehensive 
Medical Care 


By KENNETH R. HAMMOND and FRED KERN, Jr., M.D. With a foreword 
by WARD DARLEY. This study by two psychologists discusses the controlled 
study of outpatient teaching at the University of Colorado, where the physician 
assumed responsibility for the patient's total health, instead of specializing. 

$10.00 


Metabolic Homeostasis 


A SYLLABUS FOR THOSE CONCERNED WITH THE CARE OF PATIENTS 


ah By NATHAN B. TALBOT, M.D., ROBERT H. RICHIE, M.D., and JOHN 

Hela D. CRAWFORD, M.D. Information of great practical value in the treatment of 

ha: patients with metabolic disorders is here made available in a brief, immediately 
accessible manner. Paper bound, the book's pages lie flat for note taking and 
erasures. $3.00 

ii COM MONWEALTH FUND BOOKS 

Order from your bookseller 

ai: HARVARD UNIVERSITY PRESS 

Cambridge 38, Massachusetts 


rig 
2 
Oth 
yee 
af 
> 
ne 


xxx Journal of Medi al Education 


been granted a one-year leave of absence be- 
ginning July 1, to engage in research at the 
University of London, England and the 
Galton Laboratory for Human Eugenics. At 
the same time, Dr. CARL W. GoTTSsCcHALK 
will receive a year’s leave to engage in re- 
search at the Biochemical Institute of the 
University of Copenhagen, Denmark. 


Northwestern 


Dr. Joun A. D. Cooper, associate dean 
of the Medical School, recently was ap- 
pointed a member of the Puerto Rico nu- 
clear center medical advisory committee. 
The committee will advise the center, oper- 
ated by the U.S. Atomic Energy Commis- 
sion and the University of Puerto Rico, on 
biological and medical aspects of its nuclear 
program. Dr. Cooper is also professor of bio- 
chemistry at Northwestern and visiting pro- 
fessor of biochemistry at several South 
American universities. 

Construction of a new student health 
center for Northwestern’s Evanston cam- 
pus, to be built at an estimated cost of $1 
million with equipment, is scheduled to be- 
gin about the middle of March. To be 
named the Searle Student Health Center, 
the new building will contain out-patient 
clinical facilities and general offices on the 
main floor, and a 44-bed infirmary on the 
top floor. The level below the main floor will 
contain a small dining room, nurses’ lounge, 
a special laboratory, and classroom and 
storage space. The first floor will also con- 
tain a medical library. The project was 
made possible by an $800,000 gift from John 
G. Searle, president of G. D. Searle and Co., 
Chicago. 


Seton Hall 


Dr. Benepict J. Durry, JRr., has been 
named professor and chairman of the de- 
partment of preventive medicine and com- 
munity health. Dr. Duffy comes to Seton 
Hall from Georgetown University School of 
Medicine where he had been director of 
epidemiology and a member of that school’s 
faculty since 1953, 
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Temple 


Several faculty members of the School of 
Medicine have been appointed to major 
local and national offices. Dr. Lowrarn E. 
McCrae has been named President-elect of 
the American Urological Association; Dr. 
RicHarp A. KERN will take over the Presi- 
dency of the Association of Military Sur- 
geons of the United States; Dr. W. Emory 
BuRNETT has been named President of the 
Philadelphia Academy of Surgery; Presi- 
dent-elect of the U.S. Section of the Inter- 
national College of Surgeons is Dr. HARRY 
E. Bacon; and President-elect of the Ameri- 
can Academy of Allergy is Dr. GEORGE 
BLUMSTEIN. 


Tulane 


An innovation in the second year of the 
medical curriculum was instituted this 
semester at the Tulane School of Medicine. 
It is a series of 12 lectures with follow-up 
seminars on the general problem of growth. 
Participants in the course include represent- 
atives of medical and behavioral sciences 
and the humanities. Dr. RatpH PLatou, 
professor and chairman of the department 
of pediatrics, served as chairman of the com- 
mittee to design the course. 


Vanderbilt 


A symposium on Radioactivity in Man, 
Measurements and Effects of Internal Gam- 
ma Ray Emitting Radioisotopes will be held 
at the university April 18-19. The confer- 
ence is sponsored by the Section on Medical 
Sciences of the American Association for the 
Advancement of Science and was made pos- 
sible by a grant from the United States 
Steel Foundation to the Association, and 
supported in part by the Division of Biology 
and Medicine of the Atomic Energy Com- 
mission, and Public Health Service, and the 
Army Medical Research and Development 
Command. 

Further information may be obtained by 
writing to Dr. GEorcE R. MENEELY, Van- 
derbilt University School of Medicine, Nash- 
ville, Tenn. 
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It spares them from the usual rauwolfia side effects 


FOR EXAMPLE: “A clinical study made of syrosingopine [Singoserp] therapy in 77 ambulant 
patients with essential hypertension demonstrated this agent to be effective in reducing 
hypertension, although the daily dosage required is higher than that of reserpine. Severe 
side-effects are infrequent, and this attribute of syrosingopine is its chief advantage over 
other Rauwolfia preparations. The drug appears useful in the management of patients with 
essential hypertension.”* 


*Herrmann, G. R., Vogelpohl, E. B., Hejtmancik, M. R., and Wright, J. C.: J.A.M.A. 169:1609 (April 4) 1959. 
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ITEMS OF CURRENT INTEREST 


56th Annual Congress on Medical Edu- 
cation and Licensure 


Approximately 1,200 medical educators, 
hospital administrators, government offi- 
cials, and practicing physicians attended the 
56th annual Congress on Medical Education 
and Licensure February 6-9, at the Palmer 
House, Chicago. The role of the patient in 
medical education highlighted discussions at 
the three-day meeting. A special feature of 
the Congress was the observance of the 50th 
anniversary of the publication of the results 
of a two-year study of American medical 
schools by Abraham Flexner. 


THE ROLE OF PATIENT CARE IN 
BASIC MEDICAL EDUCATION 


The two greatest developments in Ameri- 
can medical education in the past 50 years 
have been the acceptance of the basic sci- 
ences as the foundation of medical practice, 
and the introduction of the student in his 
clinical years to the wards and outpatient 
clinics as a full-fledged member of the 
health team, asserted Dr. Arthur Richard- 
son, dean of Emory University’s School of 
Medicine at the opening session. It is a uni- 
versally accepted fact that adequate clinical 
teaching can be accomplished only if the stu- 
dent is made to feel that he has a responsi- 
bility for “his” patient. With the acceptance 
of this concept of medical education as the 
welding together of an accumulation of 
knowledge, as well as the development of a 
sense of responsibility, medical schools as- 
sumed a role of performing medical service, 
he said. Dr. Richardson held that whether 
they are public or private, every medical 
school today is at the very least a quasi- 
public institution which must be sensitive 
to the health needs of the society it serves 
and from which it derives its sustenance. He 
further believes that in these days of ex- 
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panding research gra ts, it is easy to forget 
that the single centrai function of a medical 
school is education. He maintains it is pos- 
sible for a school to have too much research 
and too much service with too little atten- 
tion on education. 

Guy D. Hayes, Assistant Director, Divi- 
sion of Medical and Natural Sciences of The 
Rockefeller Foundation, contends that pa- 
tients, by and large, receive better medical 
care in a teaching hospital than in affiliated 
or non-teaching hospitals. Citing the various 
reasons, he noted that teaching exercises are 
more numerous, the staff is selected from a 
highly competitive group, there is more re- 
search over a wider scope, and the very 
existence of teaching forces staff and stu- 
dents alike to be constantly on their toes. 
While he believes the patient cannot help 
but benefit, he feels there is still room for 
improvement. Mindful that the daily ward 
rounds constitute one of the most valuable 
teaching devices available to students and 
staff alike, Dr. Hayes observed that it can 
also be a traumatic experience for the pa- 
tient. ““This can be minimized by a staff that 
is both considerate and alert,” he said. 


PATIENT CARE IN EDUCATION 
BEYOND MEDICAL SCHOOL 


The medical curriculum needs a revamp- 
ing to meet future requirements, according 
to Dr. William D. Holden, chairman of the 
department of surgery at Western Reserve 
University School of Medicine. An organ- 
ized educational program is required for the 
interns and residents if they are to mature 
intellectually and grow professionally as 
rapidly as possible, he said. He urged for 
more responsibility on the young graduate 
physician to better train him for later years. 
Dr. Holden cited the steps that must be 
taken for a proper educational program: 
selection of highly and properly motivated 
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CHLORAMBUCIL (tormerty known as ¢. 8. 1348) 


FOR CHRONIC LYMPHOCYTIC LEUKEMIA 


A derivative of nitrogen mustard, it has provided amelioration of follicular lym- 
phoma, lymphocytic lymphoma with or without leukemia, and Hodgkin's disease. 


BUSULFAN 


FOR CHRONIC MYELOCYTIC LEUKEMIA 


“Myleran’ has been reported to induce remissions, lasting up to two years, in chronic 
myelocytic leukemia. In addition to the decrease in total white cell count and a 
selective reduction of immature myeloid cells, it usually gives, early after its ad- 
ministration, a rise in hemoglobin level and pronounced subjective improvement. 


MERCAPTOPURINE 


FOR ACUTE LEUKEMIA AND CHRONIC MYELOCYTIC LEUKEMIA 


‘Purinethol’ provides worth-while temporary remissions, either partial or complete, 
in a high percentage of patients. In general, a higher proportion of children than 
adults with acute leukemia respond favorably. 
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Tablets of 50 mg. 
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graduates; the availability of patients for 
whom the residents can assume responsibili- 
ty; the establishment of high standards of 
performance; and an objective attitude on 
the part of the teaching staff which would 
provide the opportunity for the resident to 
use his own initiative to learn the practice 
of medicine. 

Reporting the results of a recent survey 
wherein 1950 graduates of medical schools 
were queried on what they did or did not 
get out of their medical school experiences, 
Helen Hofer Gee, Ph.D., found that the 
physician-patient relationship is a problem 
that warrants the concern of all medical 
educators. 

Probing into the deficiencies of the medi- 
cal curriculum before the advent of compre- 
hensive care teaching, Dr. Gee, Director of 
Research, Association of American Medical 
Colleges, reminded her audience that though 
much attention has been given the problem 
of physician-patient relationship during the 
past decade, “confusion still exists,” she 
said. Dr. Gee believes the fault lies not in a 
confusion of ultimate aim, but in a confusion 
of knowledge and beliefs with respect to 
what comprehensive care is, what can or 
cannot be taught, and who should teach. 
Posing the questions, “which aspects of 
these problems are rooted in philosophy and 
which in science?” and “to what degree is 
patient care a function of the physician’s 
medical knowledge, of his attitudes, and of 
his basic personality structure?” Dr. Gee 
contends that humanitarian concern with 
the welfare of the patient has been thor- 
oughly confused with knowledge of psycho- 
logical and sociological components or or- 
ganic disease processes, and both of these 
with how skill in dealing with the personal 
and emotional problems of patients may be 
developed. 


MEDICINE AS A UNIVERSITY STUDY 


The memory of an educator who rocked 
the nation with his report on the “‘scandal- 
ized” conditions of American medical 
schools was honored Monday, February 7, 
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as the Congress went into its second day of 
sessions. 

It was in 1910 that Abraham Flexner 
published the results of a two-year study of 
medical schools which he made at the re- 
quest of the American Medical Association 
and the Association of American Medical 
Colleges. The report, disclosing shameless 
conditions, was directly responsible for the 
closing of approximately 55 inadequate 
medical schools and resulted in a general 
tightening of medical teaching standards 
and practices. 

“Medicine’s debt becomes our debt when 
we consider that Dr. Flexner made it pos- 
sible for us to see clearly the direction of our 
efforts in medical education,” the President 
of the A.M.A. said at the special program 
devoted to Dr. Flexner. Dr. Louis M. Orr 
recalled the findings and _ subsequent 
achievements of the man who revolutionized 
American medical training. 


LOOKING TOWARD TUMORROW’S 
MEDICAL STUDENT 


Space missiles are causing grave prob- 
lems for the nation’s medical profession, 
warned a member of the A.M.A.’s board of 
trustees. Dr. James Z. Appel, Director of the 
Health Department, Franklin and Marshall 
College, Lancaster, Pa., pointed out that as 
the world progresses further into the age of 
technology, the competition for medical stu- 
dents will become more serious. Formal 
campaigns have already been instituted by 
other professions to attract students away 
from medicine, he declared. Dr. Appel urged 
for a recruitment program by the medical 
profession and offered four points upon 
which the program should be based: the 
medical career should be made attractive to 
the potential student; the primary and sec- 
ondary education system should be im- 
proved in order to increase the number of 
qualified students for medical schools; the 
length of time a student spends in medical 
school must be shortened; and the cost of 
medical education must be adjusted so that 
no student who is properly qualified and 
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New, concise text based on morphologic 


approach... 


Robinson & Robinson’s CLINICAL 
DERMATOLOGY FOR STUDENTS 
AND PRACTITIONERS 


‘*Somewhere in the course of one’s medical studies the phrase that the skin is the largest | 
organ in the human body was noted, then promptly ignored. This new text brings to life 
the fact that the skin is indeed a major functioning organ, with nervous, vascular, and 
hormonal communications with the viscera, central nervous system, and the vascular 
system. The authors have prepared a text that presents dermatology as an important area 
of medicine, reminding us that the skin is subject to physiologic and pathologic alterations 
found in other organs. 


‘Dermatologic functions and conditions are given a clear and interesting description, 
enhanced by many vivid illustrations. There are, in addition, excellent chapters on 
diagnostic procedures, laboratory techniques, and general aspects of therapy.’’—Scope Weekly 


By Harry M. Rosinson, Jr., B.S., M.D., Professor of Dermatology and Head of the Division of Dermatology, 
University of Maryland School of Medicine; Chief Dermatologist, University Hospital; and Raymonp C. V. 
Rosinson, B.S., M.D., M.Sc.(Med.), Associate Professor of Dermatology, University of Maryland School of 
Medicine; Assistant Chief of the Dermatology Clinic, University Hospital 


1959 254 pp., 117 figs. - $8.50 


Smith’s PSYCHIATRY: 


New this year... 


DESCRIPTIVE AND DYNAMIC 


"The aim of this book is to describe concisely the various syndromes seen in psychiatric 
patients and to make these syndromes recognizable to student and physician alike. Rare 
and obscure conditions have been minimized in favor of detailed discussions of the more 
frequently seen disorders. 


“The signs and ary on which the diagnosis of the various disorders rests are 
described; this is in keeping with ordinary medical practice in which diagnosis precedes 
treatment. 

“Controversy, areas of theoretical discord, and non-medical speculation have been 
minimized. The prevailing dynamic concepts are included, as well as a brief review of their 


origins. Theoretical differences between the founders of the different schools of psychiatry 
are mentioned."’— Preface 


By Jacxson A. Smitrn, M.D., F.A.C.P., Clinical Director, Illinois State Psychiatric Institute, Chicago, Llinois; 
Former Professor of Neurology and Psychiatry, University of Nebraska College of Medicine, Omaha, Nebraska 


January, 1960 - 350pp. + $7.00 


Note: Teachers who would like an examination copy of either of these new texts 
for consideration in their teaching programs are invited to write to: 


THE WILLIAMS & WILKINS COMPANY 


Baltimore 2, Maryland 
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mentally able is prevented from securing an 
education. He cautioned that any recruit- 
ment program should not lower the quality 
of the physician produced. “If anything, the 
program should include methods for in- 
creasing this quality.” 


FOREIGN M.D.’S CREATING PROBLEMS 


The influx of thousands of young foreign 
physicians to assume internships and resi- 
dencies in the United States has created a 
new problem for medical education, the as- 
sociate director of the Rockefeller Founda- 
tion said at the closing session of the Con- 
gress. Dr. John M. Weir charged that grad- 
uates coming here for clinical training arrive 
without previous practical experience in pa- 
tient care, and have been trained in a tradi- 
tion which fails to give them the practical 
responsibility for patient care and diagnosis 
which is routine in resident staffs of our hos- 
pitals. Another drawback he cited is the fact 
that foreign universities are graduate rather 
than undergraduate schools in the American 
sense. ‘Students therefore go directly from 
secondary school to graduate work as medi- 
cal students, and consequently, enter medi- 
cal school without a sound base of biology, 
chemistry, physics, or mathematics suitable 
for graduate study in medicine.” He main- 
tains that while the results of the ECFMG 
examination give a reasonable measure of 
the technical knowledge of the students, it 
doesn’t measure the capacity. He therefore 
suggests that the hospitals either alone or in 
groups, take ultimate steps in providing 
training through clerkships under supervi- 
sion, combined with a review of basic science 
along the lines adopted by Cornell Universi- 
ty Medical College before assignment of 
medical graduates as house officers. In clos- 
ing, he stated, “In the end, this will improve 
materially the medical care supplied by the 
hospitals, provide a better base for graduate 
teaching of all the house staff, and most 
important of all, raise the standard of gradu- 
ate education of foreign students who have 
honored us by applying for training in our 
hospitals and schools.” 
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The three-day conference was sponsored 
by the American Medical Association’s 
Council on Medical Education and Hospi- 
tals, the Advisory Board for Medical Spe- 
cialties, and the Federation of State Medical 
Boards of the United States. 


Dr. E. L. Turner Dies 


Dr. Edward L. Turner, director of the 
American Medical Association’s division of 
scientific activities, died unexpectedly Feb- 
ruary 4, in St. Francis Hospital, Evanston. 

Dr. Turner served as secretary of the 
Council on Medical Education and Hospi- 
tals of the A.M.A. before taking over his 
present post, which he had held for a year. 
As director of the division of scientific ac- 
tivities, he supervised the councils on medi- 
cal health, scientific assembly, medical edu- 
cation and hospitals, the American Medical 
Education Foundation, and the department 
of therapy and research. 

Before joining the A.M.A. in 1953, Dr. 
Turner was dean of the University of Wash- 
ington School of Medicine, Seattle, which 
he helped organize in 1945. He also had 
served as president of Meharry Medical 
College and was on the faculty of American 
University in Beirut, Lebanon. Dr. Turner 
interrupted his work in Beirut to serve on 
the house staff of Billings Hospital at the 
University of Chicago for a year. When he 
returned to the middle east in 1931, he con- 
ducted a teaching and research program. 


American Cancer Society Sponsoring 
Free Lectures 


The American Cancer Society is an- 
nouncing sponsorship, on an experimental 
basis and without cost to universities and 
colleges, of a series of lectures on research 
for the purpose of stimulating a greater 
number of students, who are capable of do- 
ing so, to undertake careers in the medical, 
biological and/or related physical sciences, 
and of improving public understanding of 
the methods and unmet needs and opportu- 
nities for productive research in these fields. 
The investigators who have agreed to col- 
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STEREOZOOM* 
EW MICROSCOPES 
BY BAUSCH & LOMB! 


Breaking all sales records! Just try one in a free laboratory 
demonstration and you'll soon see why . . . they're the 
newest step forward to faster and easier 3D work. 


EXCLUSIVE NEW OPTICS! 


Get StereoZoom...continuously variable pow- 
er! Just a turn of the knob gives an infinite © 
choice of magnifications throughout the whole 
stereo range... to on some models. 


EXCLUSIVE NEW POWER POD DESIGN! 


A wholly enclosed optical system in a single unit. Keeps out dust and dirt; 
eliminates old fashioned nosepieces, annoying image jump and blackout. 
NEW VERSATILITY, TOO! Your choice of StereoZoom or fixed power in a 
Power Pod that interchanges among any of five basic stands. 


NEW LOW PRICE! & LOMB OPTICAL CO. 
About '4 lower than previous line. | 14703 Bausch St., Rochester 2, N. Y. 


*Trademark, Bausch & Lomb Optical Co. | (1) Send me new B&L StereoZoom Catalog D-15. 
| (] Schedule a demonstration at my convenience. 
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laborate with the Society in this experiment 
include: Dr. Bernard D. Davis of Harvard, 
who will cover ‘Microbes and the Unity of 
Biology”; Dr. Harry Eagle of the National 
Institute of Allergy and Infectious Diseases 
— ‘The Metabolism of Normal and Malig- 
nant Cells in Culture’; Dr. Alfred Gelhorn 
of Columbia University’s College of Physi- 
cians and Surgeons—‘‘Progress and Poten- 
tialities of Human Cancer Prevention”’; and 
Dr. Arnold D. Welch of Yale whose subject 
will be, “Metabolic Approaches to Cancer 
Chemotherapy.” 

Each of the speakers has agreed to accept 
no more than five invitations to visit uni- 
versity or college campuses within the 
twelve months following September 1, 1960. 
They will be prepared to address a meeting 
of students, faculty and interested attend- 
ant public on the subject indicated and if 
desired, would consider participation in 
seminars with students and faculty and 
counseling with students who may be inter- 
ested in careers in these fields. September 1, 
1960 is the deadline date for receipt of 
invitations. 

Invitations for any of these speakers 
should be addressed to the American Cancer 
Society, 521 West 57th St., New York, 
N.Y., and should include the name of the 
speaker desired, description of the nature and 
size of the audience expected, the suggested 
date, time and place of the address, and a 
statement of the arrangements which would 
be made for seminars and other meetings 
with members of the faculty and student 
body. 


A.M.A. Initiates Action on Medical 
Scholarships 


The American Medical Association initi- 
ated action recently on the establishment of 
a scholarship program for medical students 
with the appointment of a special study 
committee. William F. Norwood, Ph.D., 
chairman of the division of legal and cultura] 
medicine, College of Medical Evangelists, 
was named staff director, and Dr. L. S. 
McKittrick, clinical professor of surgery, the 
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Harvard Medical School, will serve as chair- 
man of the study committee. The group will 
make its first report at the annual meeting 
of the A.M.A. in Miami next June. The 
scholarship program is designed to aid and 
encourage deserving students to enter the 
field of medicine. 


New Director Appointed to Cancer 
Study 


The appointment of Dr. Frank L. Hors- 
fall, Jr., vice-president of the Rockefeller 
Institute, as president and director of the 
Sloan-Kettering Institute for Cancer Re- 
search was announced recently by Dr. War- 
ren Weaver, chairman of the board of 
trustees. The position of director was held 
by Dr. C. P. Rhoads from 1945, when the 
Institute was founded, until his death last 
August. Dr. Horsfall will serve as chief 
executive officer of the Institute. Dr. 
Weaver also announced that Dr. C. Chester 
Stock, who has been associate director, will 
assume the new post of scientific director. 
Dr. A. R. T. Denues, who has served as 
acting director since Dr. Rhoads’s death, 
will become a vice-president. 


Foreign Interns Must Be Certified by 
July 1 


All graduates of foreign ‘medical schools 
serving as interns or residents in American 
hospitals on July 1, must be certified by the 
Educational Council for Foreign Medical 
Graduates, the American Medical Associa- 
tion announced recently. This implements a 
policy statement made in the A.M.A. Jour- 
nal in 1958, which was reaffirmed by the 
Association’s House of Delegates in Decem- 
ber, 1959. 

After July 1, the statement read, no hos- 
pital should expect to maintain an approved 
internship or residency program unless its 
foreign graduate appointees have a full and 
unrestricted state license to practice; are in 
their final six months of training; have se- 
cured a standard or temporary certificate 
from the A.M.A. Educational Council, or 
have been given a contingent appointment 
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DIAGNOSIS MANAGEMENT 
UROLOGY IN GENERAL PRACTICE 


By FRANK C. HAMM, M.D., and SIDNEY R. WEINBERG, M.D. 
Department of Surgery, University of the State of New York, 
Downstate Medical Center 


First Edition 

This readable and instructive textbook describes and explains in an easy-to-follow well- 
organized manner disorders of the urinary system, and the principles of management usually 
accepted as producing best possible results. A straightforward practical presentation in a 
practical and inexpensive edition. Examine it today. 


286 Pages 259 Illustrations $6.00 


SURGERY OF THE AMBULATORY PATIENT 


By L. KRAEER FERGUSON, M.D., F.A.C.S. 
Third Edition 
Presenting a completely informative textbook on technics and procedures proved competent 
and effective in the surgical care of dispensary and office patients. The section on fractures 
and dislocations is virtually a monograph in itself. Endorsed by thousands of users as a most 
convenient and satisfactory source of information on what to do and how to do it in the 
surgical treatment of ambulatory patients. 


866 Pages 664 Illustrations $12.00 


| SIGNS AND SYMPTOMS 
Applied Pathologic Physiology and Clinical Interpretation 
Edited by CYRIL M. MacBRYDE, M.D. 
With a Staff of 27 Collaborating Authors 
Third Edition 


Through applied pathologic physiology and clinical interpretation each sign or symptom is 
dealt with systematically, competently and conclusively in this informative textbook. Chapters 
on Growth and Sex Development, Generalized Vasospasm and Arterial Hypertension, and 
Lymphadenopathy and Disorders of the Lymphatic System have been added in this edition. 


973 Pages 191 Figures 6 Color Plates $12.00 


MANUAL OF SKIN DISEASES 


By GORDON C. SAUER, M.D., Assistant Clinical Professor of Medicine and 
Chief, Section of Dermatology, University of Kansas School of Medicine 
The material offered here is essentially what the medical student must learn and the general 


physician must know for the diagnosis and treatment of patients with common skin diseases. 


The book consists of two distinct but complementary parts. Part one contains the chapters 
devoted to the diagnosis and the treatment of the important common skin disorders. Part two 
provides a very complete dictionary-index to the entire field of dermatology, defining the ma- 
jority of rare diseases and the unusual dermatologic terms. 


269 Pages 151 Figures 28 Color Plates $9.75 


HANDBOOK OF DIFFERENTIAL DIAGNOSIS 


By HAROLD THOMAS HYMAN, M.D. 
Second Edition 


Never before has a single volume offered such abundant information in differential diagnosis. 
Over 3200 entries are indexed and categorized for quick, easy reference with cross-references 


to more than 1200 diagnostic analyses. Investigate it today. 
$8.00 


J. B. LIPPINCOTT COMPANY 


East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Ave., Montreal 6, P.Q. 
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for not more than six months based on their 
having been accepted for the September, 
1960, medical qualification examination. 


C. Judson Herrick Dies 


Dr. C. Judson Herrick, prominent neurol- 
ogist, author and educator, died January 29, 
at his home in Grand Rapids, Mich. He was 
91 years old. Dr. Herrick had taught at the 
University of Chicago for 30 years and was 
an extensive author and lecturer. 


New Program for American College of 
Surgeons 


A grant of $146,275 by the John A. Hart- 
ford Foundation, Inc. of New York, to the 
American College of Surgeons to inaugurate 
a program for improving the medical man- 
agement of the surgical and injured patient 
was announced recently by the College. Ac- 
cording to Dr. I. S. Ravdin, chairman of its 
Board of Regents, the grant will permit the 
College to enlarge its long-established ac- 
tivities in the field of trauma, both at the 
national and local levels. 

The new program will permit immediate 
establishment of pilot projects in selected 
cities, employment of a field staff to provide 
personal guidance—both to the public and 
to the profession—throughout America, and 
initiation of an evaluation program, all with 
the primary goal of improving care of the 
surgical and injured patient. 


NIH Establishes New Program 


The National Institutes of Health has 
announced the establishment of a new grad- 
uate training program in microbiology. Un- 
der the chairmanship of Dr. Morris F. 
Shaffer, Tulane University School of Medi- 
cine, the Committee will serve to review 
training grant applications in microbiology 
and related fields. It will function under Dr. 
G. Halsey Hunt, Chief of the Division of 
General Medical Sciences, and Dr. Fred- 
erick L. Stone, Assistant Division Chief and 
Chief of the Research Training Branch. The 
microbiology program is designed to support 
training at predoctoral and _ postdoctoral 
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levels in medical schools, schools of public 
health, veterinary schools, other recognized 
graduate schools, research institutions and 
hospitals in the basic aspects of microbiol- 
ogy, bacteriology and virology. 


Congress Appropriates $1.5 Million to 
Fight Cancer 


A sum of $1.5 million has been appropri- 
ated by the Congress of the United States 
for the fiscal year 1960, to further the wide- 
spread application of existing knowledge of 
preventing and controlling cancer. Of this 
amount, $321,894 has already been awarded 
by the Public Health Service to support 
Community Cancer Demonstration Proj- 
ects. Purpose of the studies financed by the 
grants is to shorten the interval between dis- 
coveries in research and the application of 
these findings at the community level. 


Research Fellowships Available 


The Helen Hay Whitney Foundation is 
announcing the availability of fellowships to 
any properly qualified person in the United 
States or abroad, up to the age of 35, holding 
the degree of M.D., Ph.D., or their equiva- 
lent, who is seriously considering a career in 
biological or medical research, preferably 
relating in some eay to connective tissue 
and its diseases. The fellowships are annual, 
subject to renewal consequent to good per- 
formance for a period of three years. Further 
information may be obtained by writing to 
the Helen Hay Whitney Foundation, 525 E. 
68th St., New York 21, N.Y. 


Research Scientists Gain Support 


The National Institutes of Health, the 
Public Health Service research center at 
Bethesda, Md., announces the award of 20 
grants, totaling $733,143 to support the 
training of research scientists in basic medi- 
cal and health-related sciences. These 
awards, part of an NIH effort to stimulate 
more research training in the scientific fields 
basic to medicine and public health, were 
made to institutions and universities in 16 
states to provide support for the training of 
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Individual Membership 


Association of American Medical Colleges 


In recent years the activities of the Association of American Medical Colleges have ex- 
panded far beyond the original considerations of administrative problems to the many and 
varied problems of medical education as encountered by the entire medical school faculty. 

The expansion of activities has been due to the growing complexity of medical education 
—the swift development of the medical sciences, the rapid accumulation of new knowledge 
to be taught, the pressure for more graduates, the changing patterns of medical eare, and 
countless other factors. 

Because of these factors, the AAMC recognizes the need for a professional organization 
to represent not only the medical schools but the faculty members of these schools. Through 
the offering of individual membership, the AAMC provides you with the opportunity to 
exchange ideas, opinions and information through the Annual Meeting, Teaching Insti- 
tutes, and other activities of the Association. 

The AAMC also encourages you to attend the Annual Meeting, not only to meet with 
others who are teaching in your field and discussing the educational problems that are 
peculiar to it, but also with the idea of becoming familiar with the entire field of medical 
education as one of society's most important enterprises. The time has come when teachers 
of medicine must meet together and discuss the problems and activities that are peculiar 
to medicine as education just as they are accustomed to meet and talk about medicine as 
science. 

As an Individual Member you are entitled to receive The Journal of Medical Education, 
the only publication devoted exclusively to medical education. The Journal also carries the 
latest news from the medical schools and provides a valuable service through its Personnel 
Exchange column. You receive the yearly Directory, the Proceedings of the Annual Meet- 
ings, and The Medical Mentor, a newsletter which will keep you informed on items of 
current interest in the field of medical education, both nationally and internationally. 

Individual Membership, at only $10 a year, is open to any person who has demonstrated 
a serious interest in medical education over a period of years. All the privileges of mem- 
bership and a provisional membership card are granted immediately after payment of the 
$10 fee, although confirmation must await official action at the next Annual Meeting. 

To obtain membership, fill out the application form below, append check for $10, and 
return to the Association's central office at 2530 Ridge Ave., Evanston, III. 


INDIVIDUAL MEMBERSHIP APPLICATION 


ASSOCIATION OF AMERICAN MEDICAL COLLEGES 
2530 Ridge Ave., Evanston, fil. 


Name: 


Mailing Address: 


(City) (Zone) 
Field of medical education in which chief interest lies: 


College or other connection: 
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graduate students and postdoctoral trainees 
in a number of basic sciences, including em- 
bryology and development, biochemistry, 
physiology, microbiolegy, medical genetics, 
anatomical sciences, pharmacology, basic 
multidisciplinary and cell biology. 


Foreign Fellowships Receiving Wide- 
spread Attention 

Final selection for the 1960 Smith Kline 
& French Foreign Fellowships for Medical 
Students will be made in April, according to 
Dr. Robert A. Moore, chairman of the Selec- 
tion Committee. 

Considerable interest in the foreign fel- 
lowships has been evinced by medical stu- 
dents since the Association of American 
Medical Colleges announced their availabil- 
ity. A grant from Smith Kline and French 


Marcu 1960 


Laboratories will provide selected medical 
students with a broad clinical experience, an 
understanding of preventive medicine as 
practiced abroad, an opportunity to study 
diseases not common to the United States, 
and a definite awareness of the acute need 
for American physicians and their medical 
knowledge abroad. Dr. Moore, who is Presi- 
dent and Dean of the State University of 
New York Downstate Medical Center, 
warned that students should be cautioned 
that applications must be in their Dean’s of- 
fice no later than April 1, 1960, if they are to 
be considered for a 1960 fellowship. 

The three-year program, which is being 
administered by the A.A.M.C. will enable 
senior students enrolled in United States 
medical schools to travel abroad to work for 
a limited period of time in remote areas of 
the world. 
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PUBLICATIONS 


Useful information for both medical educators and students is published by the Association of 
American Medical Colleges. These publications may be obtained from the Association headquarters 
office, 2530 Ridge Avenue, Evanston, Ill. 


Books and Pamphlets | 

Admission Requirements of American Medical Colleges—1958—59 ($2.00). 

History of the Association of American Medical Colleges—1876—-1956 

The National Health Service of Great Britain ($1.00). 

El Estudiante de Medicina ($1.00) 

Suggestions for Supplementing the Medical Curriculum in Time of National Emergency 
A Study of Medical College Costs ($1.50) 


The Journal of MEDICAL EDUCATION 


A monthly journal devoted exclusively to medical education. 

Subscription rates: $7 per year, $13.50 two years, $19.50 three years. Foreign $8 per year, $15.50 two years, 
$22.50 three years. Pan America and Canada $7.50 per year, $14.50 two years, $21.00 three years. 
Single copies $1.00. 


Journal supplements available: 
Education of Physicians for Industry ($2.00). 
Support of Research by American Cancer Society ($1.00). 
Survey of Women Physicians graduating from Medical School 1925-40 ($1.00). 
Medical Education for Foreign Scholars in the Medical Sciences ($1.50). 


Teaching Institute Reports ($2.00 paperbound, $3.00 clothbound). 

Report of the Conference on Preventive Medicine in Medical Schools (Report of the 1952 Institute). 
’ The Teaching of Physiology, Biochemistry and Pharmacology (Report of the 1953 Institute). 
The Teaching of Pathology, Microbiology, Immunology and Genetics (Report of the 1954 Institute). 


The Teaching of Anatomy and Anthropology in Medical Education (Report of the 1955 Teaching 
Institute). 


The Appraisal of Applicants to Medical School (Report of the 1956 Institute). 
The Ecology of the Medical Student (Report of the 1957 Institute). 
Report of the First Institute on Clinical Teaching (Report of the 1958 Institute). 


Medical Audio-Visual Institute Publications 
Film Catalog, Fall 1955 and Supplements. 


Films in Psychiatry, Psychology and Mental Health (available from the Health Education Council, 
92 Belmont Drive, Livingston, N_J.). 


Films in the Cardiovascular Diseases (Part | available from the American Heart Assn.), 44 E. 23rd 
St., New York 10, N.Y. ($2.00). 
Part II available from the Medical A-V Institute ($2.00). 


Publications of Related Organizations 

Hospitals Participating in the Matching Program 1959 (NIMP). 
Results of the Matching Program 1959 (NIMP publication). 

The Student and the Matching Program 1959 (NIMP publication). 


Medical College Admission Test—Bulletin of Information 1959 (Educational Testing Service publi- 
cation). 


Psychiatry in Medical Education—1951 Conference ($1.00). 
The Psychiatrist: His Teaching and Development—1952 Conference ($2.50). 


(The above can be obtained from: American Psychiatric Assn., 1785 Massachusetts Avenue, NW, Washing- 
ton, D.C.) 
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PERSONNEL EXCHANGE 


Faculty Vacancies 


Psycuratric SoctraAL WorKER: Full time appointment 
as assistant professor of psychiatric social work in depart- 
ment of psychiatry. Duties will include some administra- 
tive responsibility, supervision and teaching in the under- 
graduate program of the medical school and in the resi- 
dency training program. Salary, $7500 per annum. Inter- 
ested applicants should send curriculum vitae and a recent 
photograph to Mrs. Imogene S. Young, Director, Psychi- 
atric Social Work Services, University of Maryland Medi- 
cal School, Baltimore 1, Maryland. 


Drrector oF INTERN EpucatTion: Physician director 
of Intern Education needed for 300-bed hospital. Salary 
$10,000 per annum, plus extra stipend for research fellow- 
ship. Write Dalton M. Welty, M.D., Washington County 
Hospital, Hagerstown, Md. 


VrroLocist: Positions available for two individuals 
with B.S. or M.S. degrees with background in virology. 
Positions are in a research laboratory associated with a 
medical school. Address: V-82. 


IMMUNOLOGIST-IMMUNOCHEMIST: Position as Research 
Associate is available for full-time investigations in the 
field of thyroid immunology and protein chemistry. Ph.D. 
or M.D. with training in protein manipulations and /or 
immunologic procedures. Salary $6,000 to $8,000, depend- 
ing on background. Interested candidates should send 
a complete curriculum vitae and recent photograph to 
Dr. Sidney Shulman, Department of Bacteriology and 
Immunology, University of Buffalo School of Medicine, 
Buffalo 14, N.Y. 


PsyCHIATRIST: Assistant or associate professor of psy- 
chiatry required. This position will be that of geographical 
consultant with a salary and rank according to experience 
and qualifications (within the range of $7,700 to $10,200) 
and private consulting privileges. Applications to R. 
Bruce Sloane, M.D., Department of Psychiatry, Queen’s 
University, Kingston, Ontario. 


Cuttp Psycutarrist: Assistant or associate professor 
in child psychiatry required. This position will be that 
of geographical consultant with a salary (within the 
range $7,700 to $10,200) according to experience and 
qualifications, and private consulting privileges. Applica- 
tions to R. Bruce Sloane, M.D., Department of Psychiatry, 
Queen’s University, Kingston, Ontario. 


Psycurarrist: Lecturer in psychiatry required. Salary 
(within range of $6,000 to $8,000) and consulting priv- 
ileges, according to experience and qualifications. Appli- 
cations to R. Bruce Sloane, M.D., Department of Psychi- 
atry, Queen’s University, Kingston, Ontario. 


HeMATroLoGy: M.D. (young) to do research in modern 
diagnostic methods in hematology and allied diseases 
in collaboration with medical and engineering groups. 
Address: V-83. 


Mepicat Dikecror: Coordinator of medical education 
for a 300-bed major teaching hospital of a New England 
medical school. Academic appointment dependent upon 
qualifications. Consultation practice or research possible. 
Address: V-84. 


xliv 


PsycHIatTRist: Board certified with university and 
state hospital experience to serve as supervisor of psychi- 
atric residents for newly approved three-year program 
with time divided equally between University of Wash- 
ington and Northern State Hospital. Position will carry 
faculty rank at the medical school and residence in 
Seattle is feasible. Present staff at Northern State Hospital 
is currently expanding from 25 full-time positions to an ~ 
authorized strength of 35 positions for 1670 patients. 
Salary $14,220-$16,836. Address: Charles H. Jones, M.D., 
Box 309, Sedro Woolley, Washington. 


Mepicat Director: Professional Services, large af- 
filiated VA General Hospital. Certified specialist with 
more than casual experience residences and research, and 
flair for administration. Faculty appointment appropriate 
for qualifications. Active expanding research program. 
Ambitious, mature personality. Salary, $14,685-$16,000. 
Address: V-85. 


OBSTETRICIAN-GYNECOLOGIST: Full-time teacher, ad- 
ministrator and investigator for department with active 
student and house staff program in well known medical 
school and affiliated hospitals in New York City. Must be 
interested in academic medicine. Rank and salary will de- 
pend upon qualifications. Age—preferably under 35. Ad- 
dress: V-86. 


BACTERIOLOGIST: University Hospital at Saskatoon, 
Saskatchewan, Canada, now has a vacancy for an assist 
ant bacteriologist. This appointment also carries a univer- 
sity teaching position. Salary $8,000-$10,000 per annum. 
Applicants should have hospital and teaching experience 
Applications stating date of birth, qualifications, experi- 
ence, present appointment, and the names of three refer- 
ences should be sent to the Director of Bacteriology, Uni- 
versity Hospital, Saskatoon, Saskatchewan, by April 15, 
1960. 


NEUROLOGIST-INFECTIONIST: For geographical full- 
time position in a 400-bed general hospital with medical 
school faculty appointment. Duties to include teaching; 
research will be encouraged. Large Eastern city. Address: 
V-87. 


INTERNIST: Board eligible or board certified, to work 
with a team in the supervision and management of cardio- 
vascular patients on a home care research and demonstra- 
tion project at East Coast medical school. Training in 
cardiovascular diseases desirable. Geographic full-time 
appointment available. Address: V-88. 


AssIsTANT PatHovocist: Three-hundred bed GM & S 
university affiliated hospital. Salary rate varies from 
$9,890.00 to $11,355.00 plus 15% if certified by the Ameri- 
can Board of Pathology. Apply to J. Mendeloff, M.D., 
VA Hospital, Atlanta, Ga. 


Director, Mepicat Epucation: Available July 1, 
1960. Newly created position; 312 bed general hospital, 
fully approved, school of nursing; intern and resident 
training program. Duties include supervision of intern and 
resident training, supervision of medical library, serve as 
chairman of department of medical education, and as 
coordinator of conferences and all formal staff meetings. 
Salary open. Apply to Paul G. Wedel, Administrator, The 
Williamsport Hospital, 777 Rural Ave., Williamsport, Pa. 
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Personnel Exchange xlv 


department listing the request. 


To aid in solution of the problem of faculty vacancies, MEDICAL EDUCATION will list 
persons and positions available, as o free service. The school department or person may 
have the option of being identified in these columns or of being assigned a key number 
for each position listed. Mail addressed to key numbers will be forwarded to the person or 


Information for these columns should reach the Personnel Exchange, Journal of Medical 
Education, 2530 Ridge Avenue, Evanston, Illinois, not later than the 10th of the month which 
precedes the month in which the listings will appear. 


Personnel Available 


Puysio.ocist: Ph.D., 1957, age 31, married, one 
child. Research in cardiovascular-renal physiology. Strong 
background in hypertension. Eleven publications. Ex- 
perience in teaching medical, dental, and pharmacy stu- 
dents. Desires research position with or without teaching 
responsibilities. Address: A-408. 


MicrosioLocist: Ph.D., Sept., 1959. Training in all 
fields of basic microbiology with research in microbial 
metabolism. Desires faculty position with teaching and 
research opportunities in a university or medical school 
Address: A-409. 


Puysi0Locist-ENpocrINOLOGIST: Ph.D., age 36. 
Training and background in endocrine, cellular, mam- 
malian and zoological physiology. Presently assistant 
professor engaged in teaching and research in endocrinolo- 
gy and general physiology. Formerly research associate 
in biochemistry. Desires academic and/or research posi- 
tion. Address: A-410. 


Anatomist: Age 34, married. Ph.D. Anatomy 1957 
Publications. Teaching experience in Eastern medical 
school. Desires teaching position with opportunity for 
research. Address: A-411. 


InTERNIST: Age 35, married. Ten years training in 
internal medicine and hematology. Teaching experience 
and research in field of clinical hematology, Biz me- 
tabolism, radioactive uptakes, experimental hematology, 
and enzyme studies. Desires teaching position with oppor- 
tunity for research. Address: A-412. 


SurGeon: Age 35, native of Bombay, India. In US. 
since 1952. F.C.P.S. (Bombay). F.R.C.S.E. (Edinburgh). 
Completed residency training in general surgery in U.S. 
and successfully taken Part I examination of American 
Board of Surgery. Desires full-time position in teaching 
and/or research in American medical school. Presently 
senior resident in surgery in Eastern hospital. Experience 
in plastic surgery as well as urology and anesthesiology. 
Address: A-413. 


Urovocist: University trained, finished 1956. Seeking 
full-time academic post: teaching, research, and clinical 
work. Presently in private practice and part-time univer- 
sity teaching. Address: A-414. 


Gross Anatomist: D.S.D., Ph.D. Ten years teaching 
experience in medical school; previously taught in dental 
school. Clinical experience in plastic and oral surgery. 
Research interests and publications: homotransplantation 
of tissues. Desires academic position in medical or dental 
school with research facilities. Will consider research 
—s with plastic surgery department. Address: 

-415. 


Microsi0Locist: Ph.D. Seeking position on medical 
school faculty in Southeast or Southwest. Many years 
experience and supervision in clinical microbiology. Six 
years on medical school faculty. Qualified in parasitology, 
virology and public health. Address: A-416. 


Surceon: Age 33. Certified in surgery and thoracic 
surgery. University trained with research background. 
Presently holding part-time university teaching appoint- 
ment. Desires full-time academic appointment in surgery, 
preferably with additional duties as assistant dean work. 
ing with curriculum and postgraduate training program. 
Address: A-418. 


INTERNIST-GASTROENTEROLOGIST: Age 42. Board cer- 
tified in internal medicine and in gastroenterology. Train- 
ing and experience include 4 years as Mayo Foundation 
Fellow, full-time instructor in gastroenterology in leading 
university, clinical investigation and private practice. 
Trained in all gastroenterological techniques and bone 

marrow interpretation. Qualified in hematology, periph- 
eral vascular diseases and rheumatology. Desires academic 
position in internal medicine, gastroenterology, compre- 
hensive medical care section, as Assistant Dean, or as 
Director of Medical Education in teaching hospital. Ad- 
dress: A-419. 


M.D., 
Ph.D., age 54, married. Wide experience in teaching 
and research in the United States. Returning after several 
years of teaching in medical schools in the Far and 
Middle East. ‘1 extbook in course of publication. Desires 
research or teaching position in medical school or in 
teaching hospital. Address: A-420. 


PaTHOLOGIST-VrroLoGist: DVM, Ph.D. Experience 
in comparative pathology, virology and tissue culture 
techniques. Also considerable experience in teaching ex- 
perimental pathology to medical students. Desires teach- 
ing appointment in a medical school that would provide 
opportunity for completion of courses leading to M.D. 
degree. Address: A-421. 


PsycCHIATRIST: Board certified, with training in both 
general clinical psychiatry and public health psychiatry 
(M.P.H. degree). Six years’ experience in administering a 
community-oriented psychiatric training program in an 
academic setting. Broad range of personal service in 
teaching, supervisory, and consultative capacities. Dy- 
namic orientation. Numerous research publications. Age 
under 40. Currently assistant professor at medical school. 
Desires full-time faculty appointment at higher level. 
Address: A-422. 


Psycuiatrist: Board certified in psychiatry and child 
psychiatry (pending). Eight years experience in teaching 
at student and resident level in adult and child psychiatry 
in academic setting. Broadly experienced in teaching, 
supervisory, and consultative capacities. Analytic orien- 
tation. Nine publications. Experience in administering 
child guidance clinic and in community aspects of psychi- 
atry. Has held position as associate professor of psychia- 
try; wishes to head up division of child psychiatry in 
medical school in either true or geographic full-time posi- 
tion. Metropolitan area preferred. Age 45; married; 4 
children. Address: A-423. 


PHyYSIOLOGIST-PHARMACOLOGIST: M.D., Ph.D., age 40. 
Teaching and research experience includes six years in 
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pharmacology and six years in physiology, with one year 
training in laboratory of high polymer chemistry. Desires 
academic and research position in physiology or pharma- 
cology department. Address: A-424. 


INTERNIST: Board certified, university trained, with 
one year training in clinical cardiology and one year in 
cardiovascular laboratory. Presently holding position as 
university instructor. Desires faculty appointment with 
teaching and research in clinical cardiology and electro- 
cardiography. Address: A-425. 


Anatomist: Ten years teaching experience; all phases 
of medical school anatomy. Broad research interests with 
grant support in gross anatomy and histology. Desires 
university appointment. Northeast or northwest pre- 
ferred. Address: A-426. 


Zoo.ocist: Ph.D., age 43, married, family. Desires 
teaching microanatomy in medical school. Experience: 
medical school teaching (medical parasitology); USPHS 
senior assistant scientist, foreign experience as malariolo- 
gist; undergraduate teaching, including 6 years instructing 
pre-medical students in histology. Publications, active 
research program; current interest: histochemistry tech- 
niques in study of cellular basis of resistance to a parasitic 
infection. Willing also to instruct in parasitology, if situa- 
tion permits. Available with one semester notice to present 
employer. Address: A-427. 


Anatomist: M.B., Ch.B. (Witwatersrand, Johannes- 
burg, South Africa), F.RCS. (Edinburgh). Age 52, de- 
sires position in medical school as senior lecturer in 
anatomy. Presently located at University of The Wit- 
watersrand as official lecturer in anatomy; part-time 
senior lecturer in gross and applied anatomy since 1949. 
Publications. Surgeon to Union Defence Forces, 1940-46 
with rank of major. In private practice as a general 
surgeon since 1946. Address: A-428. 


PepiatriciaN: Age 40, married, 3 children, 7 years 
in general practice, 5 years in academic pediatrics as 
assistant professor. Emphasis on clinical teaching, growth 
and development research, and the handicapped child. 
Seeks relocation at associate professor level. Excellent 
references. Available in summer of 1960. Address: A-429. 


PHARMACOLOGIST-CLINICAL: M.D., Ph.D., age 33, li- 
censed physician. Publications, academic and industrial 
experience, some psychiatric training. Desires teaching 
position. Address: A-430. 


Human GENETICIST: Ph.D., age 36, seven years ex- 
perience at leading human genetics center, including 
heredity clinic service, population surveys of hereditary 
traits, and statistical analyses. Fourteen publications. 
Desires permanent university position, preferably research 
and teaching. Address: A-431. 
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PuysicaL Brocuemist: Ph.D., Assistant Professor of 
Biochemistry in an Eastern medical school. Research 
and publications. Physical chemistry of proteins. Ener- 
getics, kinetics, and mechanism of enzymatic reactions. 
Protein interaction with ions and steroids. Isolation and 
identification of steroids. Osmometry and potentiometric 
studies of polyampholytes. Desires appointment with 
medical school or research institute. Address: A-432. 


CeRTIFIED INTERNIST: Age 38, experienced in diabetes, 
endocrinology, radioisotopes (licensed by AEC). Several 
years direction of medical residency training program, 
and radioisotope unit in large teaching hospital, and 
Assistant Professor of Medicine in charge of student 
diabetes clinics. Now in private practice. Desires return 


to full-time teaching hospital and/or medical school. 
Address: A-433. 


Gross AnaTtomisT: Ph.D. Eight years teaching experi- 
ence; desires academic position in medical or dental 
school. Available summer 1960. Address: A-434. 


PuysioLocist-Biocuemist: Ph.D. Faculty member 
medical school. Interdisciplinary major grant research 
program (3 technicians) in basic and clinical aspects of 
endocrine physiology, metabolism, biochemistry. Publica- 
tions, societies, radioisotope experience, training in sta- 
tistical design. References. Desires faculty career appoint- 
ment teaching physiology and /or biochemistry with facili- 
ties and climate to develop research program. Address: 

5. 


InterNIst: M.D., age 35. Currently on faculty of 
Eastern medical school. Experience in private practice 
and industrial medicine. Eight months experience and 
training in psychiatry. Desires faculty appointment with 
opportunity for clinical investigation in cardiovascular 
diseases, as well as teaching general medicine in teaching 
hospital. Address: A-436. 


BioCHEMIST-ENZYMOLOGIST: Six years teaching and 
research experience in medical school. Currently assistant 
professor in Eastern medical school. Available summer, 
1960. Desires relocating with appointment in medical 
school or research institute. Address: A-437. 


Puysto.ocist: Ph.D., leading university. Well trained 
in biological, physical and chemical sciences. Highest 
scholastic honors, scholarships, former National Research 
Council Fellow. Well developed research program on the 
physiology of growth and aging. Offices held in national 
scientific societies. Present appointment, associate profes- 
sor in medical college. Currently in charge of teaching. 
Seeking appointment with major administrative-teaching 
responsibilities, with opportunity to continue expanding 
research study, preferably in the West. Minimum entering 
salary $12,000. Available Fall, 1960. Address: A-438. 
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Series Bonds 


turn into*2522 
fourteen months quicker 
than ever before 


Here are three new reasons why to- 
day’s Savings Bonds are the best 
ones in history: 

1. Every Bond bought since June 1, 
1959, earns 334% interest when held 
the full term. Series E Bonds now 
mature in 7 years, 9 months —four- 
teen months faster than ever before. 

2. Your older Bonds now earn more— 
an extra }%& from June 1 on, until 
maturity. 

3. All Series E Bonds, old and new, 
carry an automatic extension privi- 
lege now. This means they'll auto- 
matically keep earning liberal in- 
terest for 10 years beyond maturity. 

You get these new advantages, plus 

complete safety, guaran return, 

and protection against loss or theft. 

And, you can buy Bonds automati- 

cally through the Payroll Savings 

Plan at work. Plan to start saving 

with U.S. Savings Bonds now. 


YOUR MONEY GROWS 33'/,% IN JUST 7 YEARS 
AND 9 MONTHS WITH NEW SERIES E BONDS 


YOU SAVE MORE THAN MONEY 


with Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this magazine for their patriotic donation. 
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infant 
formula 


Enfamil 


nearer to mother’s milk’ 
in nutritional breadth 
and balance 


In a well controlled institutional study,? Enfamil 
was thoroughly tested in conjunction with three 
widely used infant formula products. The in- 
vestigators report: m good weight gains = soft 
stool consistency ms normal stool frequency 
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NEARER to mother’s milk ... in caloric distribution of protein, fat and 
carbohydrate 


NEARER to mother’s milk ...in vitamin pattern (plus more vitamin D added 
in accordance with NRC recommendations) 


NEARER to mother’s milk . .. in osmolar load 


ENFAMIL IS ALMOST IDENTICAL with mother’s milkin..,. 

e ratio of unsaturated to saturated fatty acids 

e absence of measurable curd tension . . . enhances digestibility 

Enfamil contains oleo and vegetable fats ... does not result in sour 
regurgitation 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.: With the Consultation of the Committee on Maternal and Child 
Feeding of the Food and Nutrition Board, National Research Council: The Composition of Milks, National 
Academy of Sciences, National Research Council, Publication 254, Revised 1953. 2. Brown, G. W.; Tuholski, J. M.; 
Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks in Infant Nutrition, Use of the 
Latin Square Technique. To be published. 
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Symbol of service in medicine 
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